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BECAUSE 


The high therapeutic effectiveness of “PREMARIN” by the oral route is due, in large measure, 
to the careful preservation of equine estro¢ in the water soluble conjugated form in which 
all naturally occurring estrogens are excreted by ff 
By preventing hydrolysis which would destroy cc ation and convert equine estrogens 
to free chemical compounds (such as estrone), the highly desirable characteristics of the 
naturally occurring estrogens are retained .. . water solubi 
To the physician... and the patient. . . this means that tontro!l of menopausal symptoms 
can be established as well as maintained by tablet or liquid mi 
“PREMARIN” is well tolerated and essentially safe, Treat 
general feeling of well-being. : 


idney. 


ACCEPTED 


MEDICAL 


REG, U.S, PAT. OFF, 


CONJUGATED ESTROGENS (equine) 
Tablets of 1.25 mg. Tablets of 0.625 mg. es Liquid, containing 0.625 mg. per teaspoonful 


AYERST, McKENNA & HARRISON LIMITED + 22 E. 40TH STREET + NEW YORK 16, N. Y. 
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A Sanitarium for Rest under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre spark 
of long leaf pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines, This section is unexcelled for its healthful climate. 

iii Ample facilities are afforded for recreational and occupational therapy, particularly out- 
0 oors, 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his life problems; and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


IMPROVEMENT OCCURS with Increased circulation 


in Peripheral Vascular Diseases of Extremities 


Rhythmic Constriction and Release results in 

= i Dilatation of Small Blood Vessels and Cap- 
illaries. 


B_ Increased Blood Supply following Rhythmic 
Constriction Relieves Circulatory Stasis, as 
shown by Color Change toward Normal, with 
Increase in Temperature and Relief of 
Symptoms. 


| Rhythmic 
| Constrictors 


ARE SUITABLE FOR HOME, HOSPITAL OR 
OFFICE USE. 


— Write for Information on Rental Service — 


WINCHESTER 


“CAROLINA’S HOUSE OF SERVICE”’ 
Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 


106 East 7th Street Charlotte, N. C. 111 North Greene Street Greensboro, N. C. 
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DIGITALIS “Haskell” 


Virginia Grown 
A Accurately Standardized 
| Clinically Tested 


Council- Accepted 


Tablets of 1 Cat Unit in bottles of 
30 and 100 


Literature and samples gladly sent 


on request Ah 


CHARLES C. HASKELL & CO, Inc. 
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Your Business Friends 


About This 


NEW BLUE CROSS CONTRACT 


For North Carolina Firms Employing 30 or More People 


Progressive North Carolina employers are interested in their employees receiv- 
ing adequate hospital, surgical and obstetrical care. 

The answer is provided by a new Comprehensive Group Contract now offered 
by The Hospital Care Association, Inc. That’s the non-profit Blue Cross organiza- 


tion which has served North Carolina since 1933. 
| Never before have we offered such complete coverage at such low cost. 


| are the highlights: 


31 days of hospitalization per year per member for each specific illness. (Ma- 
ternity care restricted to ten days per pregnancy, except in certain surgical cases where 


the maximum of 31 days is available.) 
Fach group has a choice of either $4.00, $5.00 or $6.00 per day toward cost of 


bed and board, 


Intravenous solutions and hospital facilities 


for their injection. 
A liberal allowance for other hospital auxil- 


| PLUS, UNLIMITED use of the following 
hospital auxiliary services: 


® General nursing care. @ Operating room and 
delivery room service. ® Anasthesia when ad- 
ministered by hospital employee. ® Laboratory 
examinations. @ All drugs, except blood and 
plasma, which are listed in the standard form- 
ularies. ® Surgical dressings and plaster casts. 
Electrocardiograms. ® Basal metabolism ex- 
aminations. @ Physical therapy. 


PLUS, Hospital facilities for blood or 
plasma transfusion. 


iary services not listed above such as X-rays, 
Oxygen Therapy, Penicillin, etc. 


PLUS, Surgical Benefits 


Each group has its choice of a surgical bene- 
fit schedule of $75.00, $112.50, or $150.00. 

Surgical and obstetrical benefits are payable 
whether the member is hospitalized or not. 

All members of the family get the same sur- 
gical benefits. 


No Red Tape 


@ Free choice of hospital and/or surgeon. ® No waiting period for benefits to be- 
come effective. @ No age limit. @ No health questions asked. ®@ No types of illness 
excluded. @ Both the employee and his or her family can be covered. 


The HOSPITAL CARE 


Association, Incorporated 
Administration Offices: Durham, N. C. 
Service Offices: Asheville, Charlotte, Durham, 
Greensboro, High Point, Raleigh, and Salisbury. 


The Hospital Care Association is a non-stock, non-profit Blue 
Cross organization, approved by the American Hospital Asso- 
tion and supervised by the North Carolina Insurance Dept. 
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In the severe depressions of the menopause 


marked by apathy and psychomotor retardation 


Many women in the climacteric 
period develop a true reactive de- 
pression, characterized by apathy, 
psychomotor retardation and 
despondency. 


@ This depressive syndrome is fre- 
quently progressive; and, unless 
promptly and effectively treated, 
may seriously impair the patient’s 
normal capacity for useful living. 
@ In such cases, Benzedrine Sulfate 
helps to reawaken mental alertness 
and optimism, and to restore the 
savor and zest of life—especially 


when administered in conjunction 
with such fundamental measures as 
electric shock and estrogenic therapy. 


® Obviously, Benzedrine Sulfate 
should not be used for the casual case 
of low spirits or normal physiologic 
depression, as distinguished from 
true prolonged mental depression. 
Smith, Kline & French Laboratories, 
Philadelphia, Pa. 


SULFATE 
Tablets Elixir 


(RACEMIC AMPHETAMINE SULFATE, S. K, F,) 
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topay, the physician treating diabetics, has the 
choice of three types of insulin. One insulin is 
rapid-acting but short-lived. Another is slow- 
acting but prolonged. Between them is the new 
‘Wellcome’ Globin Insulin with Zinc, moderately 
prompt in starting, yet capable of sustained 
effect for sixteen or more hours. Such intermedi- 
ate action is sufficient to cover the periods of 
maximum carbohydrate intake, and diminished 
enough by nighttime to minimize the likelihood 
of nocturnal reactions. Physicians do well to 
consider all three insulins when treating their 
diabetic patients. 

‘Wellcome’ Globin Insulin with Zinc is a clear 


solution, comparable to regular insulin in its 
freedom from allergenic properties. 

Accepted by the Council on Pharmacy and. 
Chemistry, American Medical Association. De- 
veloped in the Wellcome Research Laboratories, 
Tuckahoe, New York. U.S. Patent No. 2,161,198. 

Available in vials of 10 cc., 80 units in 1 ce., 
and vials of 10 cc., 40 units in 1 cc. Literature 
on request. ‘Wellcome’ Trademark Registered. 
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It is in the physician’s office—at the patient’s 
bedside—in the hospital—that the worth of phar- 
maceutical preparation is evaluated; that claims 
and promises are balanced against performance. 


The many members of the medical profession— 
and they comprise a significant percentage of 
doctors in the United States— who have through 
the years used and prescribed U. S. Standard 
Products, have come to know and appreciate their 
unvarying dependability; their practical useful- 
ness and economy; the conservatively fresh and 
unusual approach to therapeutic problems. 


Avoiding exploitation of the merely “new” or 


“different,” each research advance solidly buttress- 
ed by clinical or rational experimental evidence, 
U.S. Standard Products embody the best of the 
new and the traditional to provide the physician 
with the type of medication he has found effective 
in clinical practice. 


OUTSTANDING U.S. STANDARD BIOLOGICALS: 


Diphtheria Toxoid ° Smallpox Vaccine 


Tetanus Antitoxin ° Typhoid Vaccine 


Also a representative list of glandular 
products and pharmaceuticals. 


U.S. STANDARD PRODUCTS CO. 


WOODWORTH, WISCONSIN, U.S.A. 
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Medical Society of the State of North Carolina 
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Altered Protein 


PROTEIN 
S-M-A* 
(Acidulated) 
The easily digested ce 
curd and liberal vita- ‘ 
min content makes 


Protein S-M-A a val- 


uable aidin the manage- 
HYPO-ALLERGIC* ment of premature ni 
WHOLE MILK undernourished newborn 


infants. Also indicated in 
infant diarrhea and other 
conditions where a high 
protein intake is required. 


Particularly suited for infants and 

children allergic to cow’s milk protein, 
Hypo-Allergic Milk hasbeenrenderedless 
allergenic by means of prolonged thermal 
processing. When reconstituted with water it POWDER—8 oz. tins 
is used in the same proportion as whole cows’ milk. . 

POWDER—1 Ib. tins LIQUID 141 oz. tins No Protein 


ALERDEX* 

Protein-free Maltose and Dextrins 

An all-around milk modifier especially use- 
ful in the hypo-allergenic milk diet of the 
infant sensitive to proteins, Alerdex is pre- 
pared from noncereal starch by a special 
procedure toeliminate every trace of protein. 

POWDER— 16 ox. tins 


$.M.A. DIVISION PAT. OFF. 


WYETH INCORPORATED Wyeth PHILADELPHIA 3, PA. 


REG. PAT, OFF. 
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CONTROL 


You probably know first-hand that it takes 
constant vigilance and scientific care to be sure 
of getting best results from your garden. 


So, too, in the laboratory —in developing dependable 
pharmaceuticals. That’s why quality control holds such 
a dominant position among the operations in 

modern U.D. research and production plants. From raw 
material inspection to final checking, every step 

of manufacture is guarded by one of the most detailed 
and successful control systems in the industry. 
Moreover, each finished U.D. formula is separately 
analyzed by the Formula Control Committee 
composed of doctors, chemists and pharmacists. 


You may always be certain that your orders 
are filled with ingredients unexcelled in purity 
and potency when you indicate U.D. 
pharmaceuticals. Convenient Rexall Drug 

Stores provide these products —and offer skill 
and complete drug service to match their quality. 


UNITED-REXALL DRUG CO. 

U.D. products PHARMACEUTICAL CHEMISTS FOR MORE THAN 43 YEARS 

R exall wherever yoy Los Argeles * Boston * St. Louis * Chicago * Atlanta + San Francisco * Portland 

see this sign Pittsburgh Ft. Worth Nottingham, England Toronto So. Africa 
Gs 

UNITED-REXALL DRUG COMPANY AND YOUR REXALL DRUGGIST © Your Partners in Health Service 
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Right Over!” 


iat ; 24 hours a day your doctor @ Plays...novels...motion pictures...have been 


written about the “man in white.” But in his daily e 


rette.,, and he’s back at that job again... 


is “‘on duty”. ee guarding routine he lives more drama, and displays more 
h ] h ° d devotion to the oath he has taken, than the most 
ealth... protecting an imaginative mind could ever invent. And he asks a 
; li no special credit. When there’s a job to do, he does F 
prolonging fe. ve it. A few winks of sleep... a few puffs of a ciga- iv 


According to a a 
recent independent 
nationwide survey: 


More Doctors 
Smoke Camels 
than any other cigarette 


R. J. Reynolds Tobacco Company, Winston-Salem, N.C. 
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e In determining the-progress of penicillin therapy, inhibitory 
concentratio penicillin in the blood and other body fluids 
may ent satisfactory culture of infecting organisms. But 

ICILLINASE SCHENLEY will inactivate the penicillin in an hour's 


time. Penicillin-sensitive bacteria can then grow and a depend- 
able bacteriologic evaluation be made. 


Peniciuuinase ScHentey is iow produced in quantities sufficient 
to supply the needs of all medical laboratories. 


e It is the latest product of Schenley Laboratories’ research 
program, which to date has borne fruit in superior penicillin 
and penicillin products. 


SCHENLEY LABORATORIES, INC. 


Producers of Penicillin Schenley « Schenley Pharmaceuticals 
Executive’ Offices: 350 Fifth Avenue, N. Y. C. 
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S shorter-acting barbiturates. Ipral assures a full 


night’s sleep, closely resembling the normal. 
Even overwrought patients who “fight off” sleep Prescribe one or two tablets of Ipral Calcium 
are lulled gently but firmly with Ipral. The effect (calcium ethylisopropy! barbiturate) one hour 
is not apt to wear off suddenly, as with the before retiring. Plain, unmarked, unidentifiable. 


TRADEMARK Cat mM 


SQUIBB 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 
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PVD Tei Lae the drug of choice for all types of malaria, is particularly 


effective in the prevention of malignant tertian (falciparum) malaria. It not only sup- 


presses the clinical symptoms but actually cures this malignant form of malaria. The 
evidence of a similar curative effect of quinine is not conclusive. 


Convincing evidence regarding the high relative safety of Atabrine dihydrochloride 


has been accumulated in the tremendous military experience of recent years. In fact, 


true toxicity of Atabrine dihydrochloride in man following recommended dosage over 
long periods of time has not been proved. 


ATABRINE DIHYDROCHLORIDE 


‘‘Atabrine,’’ Trademark Reg. U. S. Pat. Off. & Canada 
BRAND OF QUINACRINE HYDROCHLORIDE 


Pharmaceuticals of merit for the physician e New York N.Y. — Windsor, Ont. 
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Like an Open Book 


é Often the cause of unexplained symptoms and 


signs arising from the urinary tract may be read 


like an open book when x-ray contrast is obtained 


lo-GJo GX 


Me0-Iopax, injected by the intravenous or retrograde route, pro- 
duces images as sharp as clear print. Because of its safety 
and versatility it may be used whenever pyelography 

and cystography are indicated. 


Neo-Iopax, disodium N-methy]-3,5-diiodo-chelidamate, is supplied 
as a stable, crystal clear solution in 50 per cent and 75 


per cent concentrations. 
_ Trade-Mark NEO-IOPAX—Reg. U. S, Pas. Off. 


chering CORPORATION* BLOOMFIELD: NEW JERSEY 


In Canada, Schering Corporation Limited, Montreal 


fe 
y 
ae. 
: 
— 
3 
‘ 
ode 
4 
: 
i 


ADVERTISEMENTS June, 1946 


common 


1. Handbook of Nutrition, Chicago 
A.M. A,, 1943, p. 557. 


Upjohn 


KALAMAZOO 99. MICHIGAN 


denominator for all restricted diets 


All restricted diets must have one thing in common— 
vitamin adequacy—lest the patient’s quest be thwarted 
by deficiency. Almost all restricted therapeutic diets 
have been found deficient in one or more of the essential 
vitamins. Supplementation is therefore mandatory in 
diets prescribed for obesity, allergies, peptic ulcer, and 
diabetes.' Easy to remember, easy to take, Upjohn vita- 
min preparations are potent, low cost aids in maintaining 


optimal vitamin intake during dietotherapy. 


FINE PHARMACEUTICALS SINCE 1886 


UPJOHN VITAMIN 'S 
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To Members of the North Carolina 
Medical Society Returning from 


the Armed Services 


The North Carolina Medical Society has in effect a specially approved 
Plan of Disability Insurance for its members, It has been in successful 
operation for six years, and preferred by those familiar with the terms 


of coverage. 


We are glad to inform you that by special agreement with your 
Society all returning members may make application for coverage with- 
out examination, provided it is done promptly. Your policy cannot be 
terminated by the Company regardless of the kind, or number of claims 
you may have. The cost is at least one-third less because of special rates 
made to your Society. If you are not already insured under this Plan, 


please write for particulars today> 


Remember your earning capacity is your most valuable asset. 


CRUMPTON 


Post Office Box 147 DURHAM, N. C. 


—Representing— 


COMMERCIAL CASUALTY INSURANCE COMPANY 
NEWARK, NEW JERSEY 
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full recovery through a miracle of distribution 


This uirtie Girt will be up tomorrow. Ten days ago she was suddenly 
stricken with streptococcic septicemia. Her physician needed penicillin— 
plenty of it, right away. Fortunately, the drug store had a sufficient quantity 
in stock to start treatment. The pharmacist hurriedly called his service 
wholesaler, and an adequate supply of Penicillin, Lilly, was promptly 
available. 

In over two hundred wholesale houses, in every corner of the nation, 
Penicillin, Lilly, is kept properly stored, ready for immediate delivery. 
Quick availability is vitally important in cases of desperate illness. Specify 


Penicillin, Lilly, through your favorite prescription pharmacy. 


ELI LILLY AND CORPARY «© 6, 


| 
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Smallpox Vaccine 


Smallpox Vaccine bearing the Lilly Label is prepared 


by the most approved methods and under ideal con- 
ditions. Each step of preparation, from the first in- 


spection of the animal to the final bacteriological, 


wy 


microscopical, and physiological tests, is performed 


with meticulous care. Every precaution is exercised to 
provide the physician with a safe and efficient vaccine. 
Smallpox Vaccine, Lilly, is worthy of the name it bears. 
Available through prescription stores everywhere. 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 


NO daax 
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A picture of The Good Samaritan provided the inspiration that 


ILLUSTRATION BY HERMAN GIESEN 


TIRED AND WORN by the demands of the busy day, 
the average physician would much prefer home and 
family to an evening meeting of his medical society. 
He would like nothing better than a few hours of 
complete rest and relaxation. Medical progress, 
however, demands that he be ever alert. Or if he 
happens upon an experience which may be helpful 
to others, he willingly shares it. Advancement in 
medical practice must be common knowledge in 
order that people in general may benefit. 


So, also, has manufacturing pharmacy advanced 
from the weird phantasy of the alchemist to its 
present scientific position. No longer are there se- 
crets in chemistry or the allied sciences. New labo- 
ratory developments quickly become common 
knowledge, available to all who have the facilities to 
turn them to practical account. Eli Lilly and Com- 
pany long has been a leader in fundamental and ap- 
plied research, and has been privileged to co-operate 


in the development of many important discoveries. 


eventually led to the founding of Eli Lilly and Company 
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PRESENT STATUS OF THE PROPOSALS FOR MEDICAL 
CARE IN NORTH CAROLINA 


PAUL F. WHITAKER, M.D.* 


KINSTON 


I have been asked to discuss with you the 
present status of the proposals for medical 
care in North Carolina, and I presume that 
I was requested to address you on this sub- 
ject for two reasons: first, because organized 
medicine is naturally keenly interested in 
any proposals to extend good medical care to 
all of the people of our commonwealth and 
justly feels that it should have a large part 
in the formulation,.direction, guidance, and 
successful eventuation of such proposals; 
and second, because you felt that I am, or 
should be, familiar with the proposals. Dur- 
ing my term as president of your Society 
they were the most important single issue 
with which we had to deal. Along with a 
number of other physicians, I served on the 
Poe Commission appointed by ex-Governor 
Broughton. I am also one of the members 
of the North Carolina Medical Care Com- 
mission appointed by Governor Cherry, 
under whose leadership the present commis- 
sion was created by the last legislature. For 
these reasons, I presume, you felt that 
I am the logical person to discuss the matter 
with you. 


The Poe Commission 


It is almost trite to say what every 
thoughtful doctor must already know—name- 
ly, that there is a deep-seated, urgent, wide- 
spread and almost unanimous public demand 
for extending high quality medical care to all 
of our people. The American Medical Associ- 
ation now admits this, and the National Phy- 


Read before the First General Session, Medical Society of 
the State of North Carolina, Pinehurst, May 2, 1946. 


* President, Medical Society of the State of North Carolina, 
1944-45. 


sicians Committee frankly states that it is 
so. When you honored me with the leader- 
ship of this Society and charged me with the 
responsibility which this position entailed, 
I attempted to assay the problem fairly and 
equitably in the light of the situation then 
existing, the needs of the people of our state, 
and our duty to them and to our profession. 
With the willing help of many members of 
this Society so loyally and unselfishly ex- 
tended—the various committee members and 
chairmen, your executive committee, your 
representatives on the Poe Commission, and 
your officers—this Society actively collabo- 
rated in the exhaustive studies of the Poe 
Commission, which as you know was made 
up of citizens representing every phase of 
the life of the state. The findings of this 
Commission are a matter of record with 
which all of you are now familiar, and it is 
a record which afforded both an opportunity 
and a challenge to the leaders, the people, 
and the doctors of North Carolina. That this 
Society was cognizant of the problem exist- 
ing, that it actively collaborated in determ- 
ining the facts and scope of the problem, 
that it helped to formulate and approved 
definite and, it seems to me, well conceived 
and sound ideas, measures, and recommen- 
dations leading toward a solution of the 
problem is also a matter of record. You will 
find this record in the pages of the various 
issues of the NorRTH CAROLINA MEDICAL 
JOURNAL over the last two years. That the 
Society continues its positive interest in the 
problem of medical care up to the present 
moment is, it seems to me, necessary, wise 
and commendable. 
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When the findings of the Poe Commission 
were finally presented, the needs ascer- 
tained, and definite recommendations made 
to effectuate a program of medical and hos- 
pital care in our state, these recommenda- 
tions were presented to the various county 
and district societies in our state. They were 
asked in the democratic manner either to 
approve or disapprove them. Through the 
medium of the JOURNAL and at the various 
meetings, the secretary of each county so- 
ciety was requested to get in touch, so far 
as possible, with every member of the So- 
ciety serving with the armed forces of the 
nation, and to record his opinion. Every 
effort was made to present all phases of the 
question for free and frank discussion both 
in the JOURNAL and at the meeting. This is 
also a matter of record. When the Society 
approved these proposals, your legislative 
committee, your liaison committee, and your 
executive committee collaborated in draw- 
ing a comprehensive bill to effectuate the 
proposals, and in numerous and time-con- 
suming meetings with various groups and 
citizens, including the North Carolina Hos- 
pital Association, the North Carolina Nurs- 
ing Association, the North Carolina Public 
Health Association, and the North Carolina 
Pharmaceutical Association, attempted to 
get it passed. 

Faced with a multiplicity of problems and 
demands, with the exigencies of our nation 
at war, with scarcity and uncertain cost of 
material, and without definite knowledge of 
what legislation the federal government 
would enact in the field of medical and hos- 
pital care and what funds the federal gov- 
ernment would allocate to the states under 
such legislation, and with no doubt a pro- 
found knowledge of the resources of the 
state and the demands that would be made 
against the existing surplus in the general 
fund, Governor Cherry and the legislature 
did not deem it wise at that time to enact 
into law the original and comprehensive bill. 
A law was passed with which all of you 
should be familiar. In a radio address origi- 
nating at station WPTF in Raleigh on March 
27, 1945, Governor Cherry, in summarizing 
the work of the legislature just adjourned, 
enumerated among other things accom- 
plished “the principles established and the 
machinery set up for a state hospital and 
medical care program.” Later in his address 
he elaborated on this accomplishment in the 
following paragraph: 
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“The State Hospital and Medical Care Bill, con- 
siderably pared down from its original proportions, 
passed the Assembly with money allocated for the 
establishment of a Medical Care Commission, a fund 
to aid medical students, and contingent appropria- 
tions to match funds for indigent patients. Special 
emphasis was placed upon the development of hos- 
pital facilities and adequate medical care in the 
State’s rural areas. The Medical Care Commission 
is authorized to make plans for post war expansion 
of the two year medical school of the University of 
North Carolina into a four year medica! school and 
for the erection of a teaching hospital in connection 
with the Schocl.” 

Governor Cherry then closed his address 
with the following wise and significant para- 
graph: 

“T think the 1945 Legislature has earned and de- 
serves the approval and commendation of the people 
back home in the one hundred counties comprising 
North Carolina. Because of war conditions many 
important items of legislation naturally had to fall 
into the watchful waiting classification. Where posi- 
tive action could not be taken looking toward the 
progress of the State, the stage was set and the 
way was cleared for progressive action in the days 
ahead when the emphasis can be on peace, pros- 
perity and general happiness rather than on War.” 


The Present Medical Care Commission 


The commission created by Governor 
Cherry and the 1945 Legislature was ap- 
pointed and organized in July, 1945. It is 
made up of able and representative citizens 
and includes three members from the Medi- 
cal Society, one each from the North Caro- 
lina Hospital Association, the North Caro- 
lina Nursing Association, the North Caro- 
lina Pharmaceutical Association, and the 
North Carolina Dental Association. The 
State Health Officer and the Director of Pub- 
lic Welfare are ex-officio members. It func- 
tions under the able, equitable, and conscien- 
tious chairmanship of Hon. James H. Clark, 
who under many trying circumstances and 
difficulties has labored unceasingly to get the 
work under way. Col. Lee C. Gammill served 
for a time as temporary executive secretary, 
and rendered the commission and the state 
valuable service in getting the work of the 
commission started. Commander Clement C. 
Clay is now the permanent executive secre- 
tary. He is a graduate doctor with a rich 
background of experience and responsibility 
and deep understanding in the field of hos- 
pital and medical care. We are fortunate 
to have him with us in North Carolina in 
this work, and he will need your help and 
support in the gigantic tasks in which he is 
engaged. As one of your representatives on 
the commission, I solicit this support for him 
and trust that you will cheerfully accord it 
to him. 
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Many sub-committees of the commission 
are now at work assembling additional data 
and developing different phases of the work. 
There is a committee on indigent patients, 
one on construction of rural hospitals and 
health centers, one on insurance plans, an- 
other cn extension of the University Medical 
School, one on Negro education, one on the 
student loan fund, and one on gifts. A sur- 
vey committee of nationally known author- 
ities is studying the problem of the expan- 
sion of the state-supported medical school. 
The Attorney General ruled that under the 
law they were concerned only with location, 
but the commission very wisely asked this 
group of distinguished men to advise us also 
of the needs for the school and to give us 
their advice on all phases of the problems 
with which the commission will have to deal. 
They have asked for a great deal of factual 
data which the commission has supplied. 
When their report will be submitted and 
what it will contain I do not know. Dr. Clay 
with his assistant is now engaged in the 
gigantic task of a state-wide hospital survey, 
and a compilation of doctors, nurses, tech- 
nicians, and so forth. The doctors and hos- 
pitals of the state can greatly facilitate his 
work by giving him information promptly 
and completely when it is requested. 

The North Carolina Hospital Association 
has appointed an advisory committee to aid 
Dr. Clay and the commission in making this 
comprehensive survey. The committee on 
medical ‘care from the North Carolina Med- 
ical Society can and should be of great help 
to Dr. Clay and the commission in working 
out their manifold problems. A survey of all 
the public health facilities of the state has 
been almost completed for the commission 
by the staff of the State Board of Health. 

The hospital survey will be a comprehen- 
sive one which will follow the pattern set 
forth by a national group to guide each of 
the states and the District of Columbia. In 
the case of the very small hospitals and nurs- 
ing homes, a short questionnaire will be 
used, but a questionnaire of forty pages will 
be utilized in obtaining information from the 
larger institutions. This will be the first 
time that a nation-wide survey of hospital 
facilities has been conducted on such pro- 
portions. The data obtained in North Car- 
olina will be comparable to those obtained 
in all other states, since a standard form is 
being used. By utilizing this form, we shall 
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be meeting the requirements of the North 
Carolina law. In addition, we shall be ob- 
taining the information necessary to the 
formulation of a program of hospital devel- 
opment as required by the Hill-Burton Bill 
which is being considered in Congress at the 
present time. 


The Hill-Burton Bill 


The commission is authorized to act as an 
agency for the state to participate in federal 
funds that may become available through 
such legislation as the Hill-Burton Bill, for 
example. This bill, originally sponsored by 
the American Hospital Association, and now 
supported by the American Medical Asso- 
ciation and National] Physicians Committee, 
provides $375,000,000 to be expended to sup- 
plement funds of states, political subdivi- 
sions of states, and public and non-profit in- 
stitutions for the construction of health 
centers and hospitals. If this bill is passed, 
it is estimated that North Carolina would 
receive, under its provisions, $17,500,000 
over a five-year period, provided the state or 
its political subdivisions raise approximate- 
ly $7,500,000. The statement has been made 
that more than $4,000,000 has already been 
raised by various communities in the state 
interested in obtaining hospital facilities. It 
must be remembered that no federal aid for 
hospital and health center construction will 
be available until the Hill-Burton Bill be- 
comes law, and until the North Carolina 
Medical Care Commission can formulate a 
program acceptable to the governor and the 
legislature and endorsed by them, and finally 
approved by the United States Public Health 


Service. 

The bill stipulates that funds must be 
matched by state appropriations, and that 
the money must be used for new construc- 
tion in the hospital field or for improvements 
to existing governmental or non-profit asso- 
ciation hospitals. It further provides that 
no federal money will be available in a state 
until that state has presented a complete pro- 
gram of hospital development. That is where 
the data which the commission is now col- 
lecting will be utilized, for it will be neces- 
sary to complete the hospital survey before 
preparing the plan for the development of 
hospital facilities. Once the plan is prepared, 
it must be presented to the governor and to 
the next General Assembly. If accepted, it 
will become the official program for this state 
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and, in accordance with the proposed federal 
legislation, it will be submitted to the U. S. 
Public Health Service, which will have to 
approve it before federal funds are allotted 
to the state. Obviously, therefore, the road 
is long and federal funds are not going to be 
available for hospital improvements for 
months to come. Until the whole program is 
formulated, no commitment can be made to 
interested groups as to where or when new 
hospitals or health centers or additions to 
hospitals may be authorized. It would be 
pure folly to make such commitments now. 
However, any group which is interested need 
not refrain from making tentative plans for 
a hospital or health center in its own com- 
munity. Unless it is able to finance the con- 
struction, however, it would be inadvisable 
for the community to proceed further until 
it learns whether or not the plans will be 
approved by the North Carolina Medical 
Care Commission and by the U. S. Public 
Health Service—provided, of course, that 
the Hill-Burton Bill becomes law. If that 
bill does not become law, the whole picture 
will be changed materially so far as finances 
are concerned. 


The North Carolina Good Health 
Association 


There is apparently some confusion in the 
minds of both physicians and laymen as to 
the various organizations that have been 
active in the field of medical and hospital 
care in our state, and I should like to clear 
up this confusion. The former North Caro- 
lina Hospital and Medical Care Commission 
was appointed by ex-Governor Broughton 
and served under the chairmanship of Dr. 
Clarence Poe. The Medical Society collabo- 
rated in formulating the recommendations 
of this commission after its exhaustive 
study, and it was the work of this commis- 
sion which the Medical Society approved. 
This commission is now disbanded, after 
completing its work. Much of the informa- 
tion gathered by this commission has been 
extremely useful to the present commission. 
The present North Carolina Medical Care 
Commission was appointed by Governor 
Cherry in compliance with the provisions of 
the act of the last General Assembly, and is 
now engaged in the study of the health needs 
of the state. The North Carolina Good 
Health Association is a voluntary, unofficial 
organization of prominent and _ interested 
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individuals who wish to support the work of 
the North Carolina Medical Care Commis- 
sion and the governor in their efforts to 
effectuate a program of medical care. . 


The Role of the Medical Profession 


The proposals for medical care in North 
Carolina are at present in what might be 
aptly described as a fluid state. The present 
North Carolina Medical Care Commission 
authorized by an act of the last General As- 
sembly has formulated no program to date, 
and I believe it is well to point out that the 
program, when formulated, may vary some- 
what from the one recommended by the 
former Poe Commission, which this Society 
has endorsed. 


The active interest of the physicians of 
the state is necessary for many reasons, and 
after consultation with Dr. C. C. Clay, the 
executive secretary of the North Carolina 
Medical Care Commission, I respectfully 
make the following suggestions for the con- 
sideration of the physicians of North Caro- 
lina at the present time: 


1. The hospital survey is an essential part of the 
groundwork upon which a program is to be devel- 
oped. Reports will be needed from proprietary (pri- 
vately owned) hospitals as well as from voluntary 
non-profit hospitals and church hospitals. The in- 
terest of the physicians can stimulate the hospital 
administrators to make every effort to supply the 
data needed. 

2. Steps should be taken now to start to correct 
the maldistribution of physicians. There should be a 
central agency, preferably the State Medical So- 
ciety, which could keep records to show the places 
in which physicians could start practice with the 
hope of making a living. Physicians interested in 
practicing in North Carolina could obtain necessary 
data from such an agency. 

3. A program should be instituted to stimulate 
the active interest of high school students, who 
might be encouraged to study medicine or nursing. 
This spring, a physician should speak to every high 
school graduating class in the state regarding the 
possibility of careers in those fields and the plans 
for proposed expansion of the two-year medical 
school and the hospital facilities. The provisions of 
the loan fund for needy medical students should be 
mentioned. The dire need of rural areas for physi- 
cians should be stressed. The Medical Society might 
well sponsor county, district, and state essay and 
oratorical contests for high school students on the 
subject of the practice of medicine in rural areas 
as a career. 

4. Each county medical society might consider 
the advisability of making medical students -from 
its area honorary junior members until graduation 
and completion of the internship. The students 
should receive copies of the North Carolina Medical 
Journal gratis. The Journal might have a special 
section of a few pages devoted to their interests. 


A 
ay 
%, 
4 
| 
be 
é 
¢ 
| 
3 


June, 1946 


The students should be invited to attend medical 
society meetings when at home on vacation from 
medical school. 


5. The State Medical Society might consider the 
plan instituted by the Medical Society of New Jersey 
and Rutgers University, whereby they institute a 
refresher course for general practitioners. Such a 
course could be given several mornings a week in 
any good general hospital which had sufficient pa- 
tients to supply material for clinic demonstrations. 
Advances in medicine are rapid, and the doctors in 
rural areas especially would appreciate some means 
of keeping up with the worth-while innovations. The 
three medical schools of the state are already offer- 
ing refresher courses for our colleagues who have 
served with the armed forces. 

6. Too few people in the state know about the 
Blue Cross Plans. It is the duty of each physician 
to study the literature on the subject and to urge 
his patients to join a Blue Cross Plan. Experience 
_ has shown that the patients find it easier to finance 

hospitalization if they are Blue Cross members. 
Moreover, they are more likely to be able to pay 
their physician’s bills. 

7. The State Medical Society might consider the 
advantages of supporting a full-time executive sec- 
retary in an office in the Capitol. The State Phar- 
maceutical Association, the State Nurses Associa- 
tion, and other organizations are represented in that 
manner. Numerous advantages may be recognized 
in having a permanent staff to carry on such activi- 
ties as those mentioned above, as well as many 
others. 

You can readily see that the task before 
the commission is great. They hope to com- 
plete all this work and formulate a program 
for presentation to the legislature in ample 
time for proper consideration by the gover- 
nor and the legislature. I do not know what 
these proposals will be, but I am sure that 
those charged with leadership of this So- 
ciety will present them to you at the earliest 
possible date after the commission decides 
upon them. Then in the democratic manner, 
with the full facts before them, the physi- 
cians of the state can discuss them with 
honest candor and decide whether or not 
they merit their support. As a member rep- 
resenting our Medical Society on the com- 
mission, I want your advice and counsel in 
aiding in the formulation of this program, 
and I am certain that this goes for the other 
physician members, Drs. Coppridge and 
Hubbard. You can rest assured that it will 
always be our earnest endeavor to protect 
the integrity and freedom of the medical 
profession in any program undertaken. That 
the profession have this freedom is a requi- 
site of good medical care. 

And now may I say in conclusion what I 
have said many times before. The greatest 
single problem and duty, as I see it, before 
the medical profession today is to aid in 


effectuating a plan that will ensure an ade- 
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quate and economical distribution of good 
medical care to all of our people. It should 
be done; it can be done; and I believe it will 
be done. When the proposals are finally 
evolved, let us ascertain the true facts about 
them, examine them without prejudice, at- 
tempt to give sympathy and understanding 
to the views of one another, and reach con- 
clusions about them in a fair and impartial 
manner based on facts. In discussing details, 
or in the heat of debate over some portion 
of a plan that may be recommended, let us 
not lose sight of the real objective, which is 
adequate and economical distribution of 
good medical care to the people of our com- 
monwealth by the medical profession with 
the aid of our state and federal governments, 
preserving always the dignity, integrity, and 
freedom of the medical profession so neces- 
sary in the distribution of high-grade med- 
ical care. This, I earnestly believe, is the de- 
sire and objective of Governor Cherry, 
Chairman Clark, and every member of the 
North Carolina Medical Care Commission. 
If this desirable, worthy, and sensible ob- 
jective is to reach its full fruition, it must 
have the unqualified and enthusiastic sup- 
port of organized medicine. When the full 
facts are before you, you will have both the 
challenge and the opportunity to render a 
far-reaching and lasting service to the people 
With whom you live and whom you serve. 
That you will meet this opportunity fairly 
and adequately I have no doubt. 


Origin of the name “cesarean.”—Palmer Findley, 
in his Priests of Lucina, says that “so far as the 
records show the cesarean operation was not per- 
formed on the living woman in the time of Julius 
Caesar. This fact should effectually dispose of the 
popular belief that the name of the operation was 
derived from the alleged manner of birth of Julius 
Caesar. It is the consensus that the name was de- 
rived from the lex regia, in which it was ordered 
that an abdominal section must be performed on 
all dead and dying women when in the advanced 
state of pregnancy. Later, the lex regia became 
known as the lex cesaria and from this law the name 
cesarean was derived.” 

The earliest authenticated cesarean on a living 
woman was performed in 1500 by Jacob Nufer, a 
butcher who specialized in the gelding of sows. In 
Bauhin’s account of the event (Fr. Rousset, Basle, 
1588) at Sigerhausen, it is recorded that he “locked 
the door, offered prayer, placed his wife on the 
table, and cut her abdomen open. The cut was so 
skilfully done that the child was removed at once 
without injury ... Later his wife gave birth to 
twins, and gave birth four times more. The child 
which was cut from her body lived 77 years.” 

The Julius Caesar legend does not hold up in the 
light of the historic facts. — Medical Times 74:45 
(Feb.) 1946. 
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COMMENCEMENT ADDRESS 


GENERAL PAUL R. HAWLEY, 
Chief Medical Director 
VETERANS ADMINISTRATION 
WASHINGTON, D. C. 


It might be interesting to trace the origin 
of addresses that are inflicted upon graduat- 
ing classes. Although I have not gone deeply 
into the matter, I imagine that these ad- 
dresses originally were in the nature of 
solemn charges to young people embarking 
upon their careers. I remember very well 
commencement addresses to which I have 
been compelled to listen which were ponti- 
fical pronouncements of rules for the guid- 
ance of graduates throughout their lives. 

It is fortunate for me that customs gov- 
erning the nature of a commencement ad- 
dress have changed. The longer I live and 
the more experience I accumulate, the less 
qualified do I find myself to give advice to 
younger people. I can offer them pages out of 
my own experience, but these they must 
evaluate themselves. Today I shall just offer 
you, for such value as you may place upon 
them, a few thoughts. These are more in the 
nature of speculation than of fact. 

I shall use the term ‘“‘medicine” as em- 
bracing the entire field of the healing art. 
It has actually come to mean that, since the 
care and treatment of patients requires the 
cooperative effort of several professions 
other than that of the physician. From the 
time of the fatal injury of Abel, the sick and 
injured have required assistance. This assist- 
ance has not always been given. The amount 
of assistance given to the sick and the in- 
jured is one measure of the level of a 
people’s civilization. It is not always an ac- 
curate measure. For example, in China—a 
country which has a very high level of civil- 
ization, even though the character of its 
civilization differs from that of ours—assist- 
ance to seriously disabled people is often re- 
fused because of the peculiar belief that one 
who saves a person’s life is forever respon- 
sible for the life that was saved. It is not un- 
usual to see people pass by the scene of an 
accident in China because of unwillingness 
to assume responsibility for the life of the 
victim. 


Delivered at the commencement exercises of the Duke 
University Schools of Medicine and Nursing, Durham, March 
23, 1946, 
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The Development of Nursing Education 


Hospitals are ancient institutions, some 
of our present hospitals having been in con- 
tinuous operation for almost a_ thousand 
years. St. Bartholomew’s, one of the great 
teaching hospitals of London today, has been 
operating continuously for more than eight 
hundred years. It is very difficult for us to 
imagine hospitals without properly trained 
nurses. Yet, the first school of nursing in 
the world was established only a little over 
one hundred years ago. The need for train- 
ing of nurses must have been apparent long 
before that, and one might wonder at the 
slow development of formal education for 
nurses. I think that education in nursing 
was retarded because of the general preju- 
dice against the education of women, especi- 
ally in the professions. Undoubtedly, educa- 
tion in nursing broke down much of the op- 
position to the education of women in useful 
vocations, and has thus contributed greatly 
to the emancipation of women. Had nursing 
been a vocation in which men could succeed, 
it is probable that nursing education would 
have developed hand-in-hand with medical 
education. 

This, then, is the first thought that I would 
leave with you today: Women have, within 
the past few years, achieved such success 
in fields of endeavor which had long been 
monopolized by men, and men have so suc- 
cessfully invaded fields formerly regarded 
as peculiarly feminine — for example, mil- 
linery and dress design—that we have come 
to think that no vocation is necessarily sex- 
limited. Nursing is, I think, the one out- 
standing exception—if not the only impor- 
tant exception-—to this general rule of equal- 
ity of opportunity between the sexes. Men 
have never been able successfully to invade 
the field of nursing. Nor do I think that they 
ever can invade it in any numbers. Nursing 
demands so many attributes wholly lacking 
in men that it will always be monopolized 
by women. These graduating nurses, then, 
have been endowed with something which 
peculiarly fits them to their profession. In 
general, I feel that it is a serious mistake 
for women in professions to capitalize upon 
their femininity; but it is very important 
that nurses should capitalize upon these 
special traits. Never forget that one most 
important element in your success will be the 
fact that you are a woman. Use this distinc- 
tion in the interests of your patients. 
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The Qualifications of a Doctor 


The doctor, too, needs certain character- 
istics that are not found in all men. Fortun- 
ately, none of these essential characteristics 
of the doctor are limited either to men or to 
women. So important to the patient, as well 
as to the success of the doctor, are these 
characteristics that I believe an aptitude test 
is more important as an entrance require- 
ment to medical school than an intellectual 
test. What direction should an aptitude test 
take? 


Respect for medicine 


As the first and most important qualifica- 
tion, I would place a profound belief in medi- 
cine and respect for it. This belief should 
have the proportions of a true religion. If I 
were in a position to select candidates for 
training in medicine, I would reject every 
candidate in whom I detected any evidence 
that financial considerations influenced his 
decision to enter medical school. The love 
of money is the root of all evil—and it is 
most certainly the root of most of the evil in 
medicine. Doctors and nurses must live— 
and they deserve to live well. But just as 
certainly as Christ was betrayed for thirty 
pieces of silver, medicine is betrayed when 
any thought of reward enters into the rela- 
tion of a doctor and his patient. The best 
interest of the patient must be the sole con- 
cern of the doctor and the nurse. This means 
that when the doctor is uncertain as to his 
diagnosis or treatment, he must, in honesty, 
ask to have assistance, even though it may 
eost him his patient. No doctor will ever 
betray medicine if he answers these ques- 
tions to his own satisfaction: “What would 
I want done if I were in the position of this 
patient?” “If this patient were my father, 
if he were my brother, if she were my wife 
or my mother, or my child—as the case may 
be—what would I, as a doctor, do?” 

Except for a few months as a young phy- 
sician, my experience in medicine has been 
limited to the army. Here, the question of 
financial relations between doctor and pa- 
tient does not exist. Other delicate ethical 
questions arise frequently, however. For ex- 
ample, one of your patients requires an op- 
eration. The family asks your advice as to 
the competence of the surgeon associated 
with you. It is difficult to say anything that 
might reflect upon one of your associates. 
But when a mother asks you the pointed 
question, “Doctor, if this were your child, 
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what would you do?” you face a responsibil- 
ity which you cannot evade. 

Perhaps you may feel that I am prejudiced 
because I have spent my life in a medical 
service in which money and practice were 
separated by law. This is not true. My con- 
victions on this point were developed long 
before I considered studying medicine. My 
grandfather and my father were both physi- 
cians. I grew up in an atmosphere of true 
medicine—an atmosphere of responsibility 
to patients. To my own certain knowledge, 
neither one of these physicians ever sent a 
statement to a patient; yet both prospered 
far more than the average physician. Such 
a way of conducting business would today 
be considered bad medical economics. The 
point is, however, that to them medicine 
never was a business. There was no medical 
economies in their practice. Medicine was 
a profession to which they were called, as 
ministers of the gospel feel themselves 
ealled. It was a profession far above the 
sordid level of business. 

In recent months I have had to listen fre- 
quently to discourses on medical economics. 
I realize that it is necessary to consider med- 
ical economics. I would feel much more com- 
fortable about the future of medicine, how- 
ever, if I had heard at the same time at 
least an equal amount of discussion about 
the responsibility of the doctor to his pa- 
tient. This is the soul of medicine—the re- 
sponsibility of the doctor to his patient—, 
and “What shall it profit a man if he shall 
gain the whole world, and lose his own 
soul?” I offer you this thought today—that 
medicine is in danger of losing its soul. 


Wisdom 

The next qualification I would seek in an 
aptitude test for medicine is that of wisdom. 
The great sixteenth-century physician, Para- 
celsus, said: “The greatest and highest of all 
qualifications which a physician should pos- 
sess is wisdom—and without this qualifica- 
tion all his learning will amount to little or 
nothing as far as any benefit or usefulness 
to humanity is concerned. We cannot find 
wisdom in books, nor in any external thing; 
we can only find it within ourselves.” 

It is wisdom that recognizes the egocen- 
tricity of all sick people—the fact that no 
sick person is psychologically a normal per- 
son. Regardless of the severity of his disease, 
a sick man regards his illness as the most 
important thing in the world. His whole 
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world revolves about his complaint, and his 
outlook is correspondingly distorted. He ex- 
pects everyone else—particularly his doctor 
and his nurse—to regard his illness with 
equal concern. Many doctors, and some 
nurses, fail to realize this basic fact in the 
treatment of a patient. The doctor must 
never let his patient be aware that he is 
evaluating his illness objectively. He must 
always regard it sympathetically and, inso- 
far as the patient knows, accept its impor- 
tance at the patient’s own evaluation. This 
is not to say that the fears of patients are 
to be encouraged. They are to be discour- 
aged—but never to be belittled. 


One of the patient’s few comforts is to 
discuss his own case. This discussion is al- 
ways time-consuming, and, after the com- 
plete history has once been had, often bor- 
ing to the doctor. But, within the limits of 
the time that he can give to it, the doctor 
has not done his full duty unless he indulges 
this desire of his patient. There are many 
illnesses which a doctor cannot cure; but he 
can always give that which means more to 
the patient than anything else—his sympa- 
thetic interest in the case. 

It is wisdom that recognizes that the pa- 
tient frequently is worried and frightened, 
and that he seeks someone upon whom to 
place this burden. Most patients approach 
their doctor with a child-like confidence akin 
to faith in God. There is no other relation- 
ship among human beings comparable to 
this. To destroy or to weaken this confidence 
is to betray both the patient and the high 
principles of medicine. When patients en- 
gage doctors as they engage automobile me- 
chanics, medicine will have lost its greatest 
therapeutic agent. 

It is wisdom that makes us terribly care- 
ful never to say anthing in the presence of 
a patient that might frighten him. A re- 
mark that is quite innocuous to doctors and 
nurses may alarm a patient greatly. I am 
constantly amazed by the violations of this 
basic principle of professional conduct. I 
found it necessary in the European Theater 
of Operations to publish a specific order pro- 
hibiting such violations. This practice is not 
alone bad manners. It is not alone bad psy- 
chology. It is evidence of a callous indiffer- 
ence to the feelings of the patient—evidence 
that the doctor regards a patient as an in- 
animate object instead of a sensitive fellow 
being. 
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Tact 

Another qualification, I think, is tact. Wis- 
dom and tact are closely related. Perhaps 
tact is one outward expression of wisdom. 
I remember once having to act temporarily 
as chief of a surgical service during the ab- 
sence of the regular chief. Since I am ex- 
clusively an internist, there were, and still 
are, many techniques in surgery of which I 
am ignorant. One Sunday morning, an eld- 
erly colonel was brought to the hospital with 
a fractured clavicle. I knew that the regular 
surgical chief preferred a special kind of 
dressing for fractured clavicles. I had 
watched him apply this dressing several 
times, but I had never had occasion to at- 
tempt it myself. Expecting his return in a 
day or two, I decided to use his pet dressing. 
I was having trouble solving the intricacies 
of this bandage, when I noticed the nurse 
alternately frowning at me and glancing at 
the door of the dressing room. While she 
uttered not a word, her looks became more 
and more insistent. I stopped my work and 
walked through the door, expecting to find 
an urgent visitor awaiting me. Instead, I 
found a copy of DaCosta’s SURGERY opened 
at the chapter on fractures of the clavicle 
and showing, by diagrams, the proper ap- 
plication of the dressing I was trying to put 
on the patient. That, my friends, is what I 
call tact. 

Tact should be exercised not only with 
professional colleagues and with patients, 
but also with interested members of the pa- 
tient’s family. In this way relationships will 
be smoothed and the dignity of the profes- 
sion enhanced. 


The Rising Standards of Medical Practice 
and the Rising Costs of Medical Care 


To leave the question of qualifications for 
medicine, I wonder whether you young 
people ever realized during your education 
just how great a contribution you were mak- 
ing to medicine. It is well known that medi- 
cine advances on two feet —research and 
teaching. There is nothing more stimulat- 
ing to the professional man than teaching. 
The best hospitals in our country are teach- 
ing hospitals. We are striving earnestly to 
make every hospital in the Veterans Admin- 
istration a teaching hospital—not primarily 
to: improve medicine as a whole, but to im- 
prove the care of the veteran patient. Ob- 
viously, there could be no teaching without 
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students. Therefore, in your capacity as stu- 
dents you kave contributed to the advance- 
ment of medicine. 

I have often been asked what was the 
greatest contribution made to medicine be- 
tween the two great World Wars. As you 
probably know, 8 per cent of all wounded 
men in World War I died of their wounds. 
In the European Theater of Operations in 
World War II, even though on the whole 
wounds were more terrible, only 3.9 per cent 
of our wounded died, and the vast majority 
of these died before they could be given any 
kind of treatment in a hospital. This great 
reduction in the fatalities from wounds was 
the subject of much comment among war 
correspondents, and I was frequently asked 
the reason for it. They expected to be told 
that blood plasma, or whole blood, or the 
sulfonamides, or penicillin, or improved 
methods of evacuation, or some other par- 
ticular drug or technique was responsible. 
All of these innovations played a part, but, 
in my considered opinion, not the principal 
part. I am fully convinced that the princi- 
pal reason for the great reduction in the 
fatality rate among the wounded in World 
War II was the better training of doctors 
and nurses. There is no substitute for a 
good doctor. To the great medical schools of 
the United States goes the major share of 
the credit for saving thousands of American 
soldiers in this late war. 

This thought should cause you young 
people some concern as to your own future: 
Great as have been the advances in the 
teaching and practice of medicine in the past 
twenty-five years, they are as nothing com- 
pared with the advances that will be made 
in the next twenty-five years. You are just 
finishing kindergarten in medicine. If you 
expect to keep abreast of your profession, 
you will study more in the years to come 
than you have ever studied in the past. 

Furthermore, these advances in medicine 
have brought with them problems that have 
not been solved. The significant elevation 
of the standards of medical practice and of 
nursing education has greatly increased the 
cost of medical service. This is now a matter 
of grave public concern. 

What will be the ultimate solution of the 
problem of medical care for patients in low 
income brackets, I would not presume to 
predict. It is a fact that can no longer be 
denied or evaded, however, that medical care 
has become so expensive as to place it in the 
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class of luxuries. This is a problem which 
will vitally affect your future. You cannot 
permit yourselves to be indifferent to it. It 
is a problem that was apparent at least ten 
years ago, but just now—and, I am afraid, 
too belatedly—organized medicine is taking 
for the first time constructive steps toward 
its solution. I say “too belatedly” because I 
am afraid that other agencies, less able to 
solve this problem, have taken the solution 
away from the medical profession because 
of the procrastination, if not the active re- 
sistance, of the profession. 

It is the duty of medicine not only to offer 
the highest standard of practice, but to in- 
sure the availability of this standard to 
every citizen. This is a problem for the med- 
ical profession to solve. American industry 
has reached its present preeminent position, 
not by making the most expensive products 
in the world, but by making the best prod- 
ucts in the world within the reach of prac- 
tically every American family. It is a reflec- 
tion upon our organization that families in 
the low-income brackets can afford automo- 
biles, but cannot afford good medical service. 
I know that there are some who would say 
that these people could afford good medical 
service if they did not own automobiles. But 
this retort is comparable to that of the 
Queen of France who said, “If the people 
have no bread, let them eat cake.” The auto- 
mobile is no longer a luxury. People should 
be able to afford both automobiles and good 
medical care. 

American labor is by far the highest paid 
labor in the world; yet the products of 
American labor are among the cheapest as 
well as the best in the world. American in- 
dustry has accomplished this result by econ- 
omies in production. I am not advocating 
that American medicine attempt assembly- 
line methods; but I do insist that American 
medicine must effect comparable economies 
if it is to exist as a free and unregulated 
profession. That there are many extrava- 
gances in medical practice which have noth- 
ing to do with the quality of the practice is 
evidenced by the wide variation in the costs 
of operating hospitals. Business methods 
must be applied to medicine without being 
permitted to soil medicine. Doctors and 
nurses must be paid well. The costs of medi- 
cal care should not, and need not, be lowered 
at the expense of the profession. But lower 
them we must, else we are all going to be 
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working for the government within a very 
short period. 

I urge you young people, then, to infuse 
new blood into organized medicine; to refuse 


to accept the worn and frayed platitudes that 
organized medicine has offered in the discus- 
sion of this grave public problem; and to in- 
ject vision and a sense of public responsi- 
bility into the deliberations of medical 
bodies. Denounce as traitors to medicine all 
those who resist, publicly or privately, the 
acceptance of the social responsibility of the 
medical profession. You are the keepers of 
your brethren. When any of your medical 
brethren betrays his trust, regard him as the 
other disciples regarded Judas. The prac- 
tice of medicine was not created for our own 
private benefit. It has been created for the 
benefit of the suffering people of this world. 
When you accept your diploma today, you 
will be accepting a public responsibility for 
the health and medical care of our people. 
Never avoid this responsibility. 


Conclusion 


In closing, I wish each of you full success 
in your chosen profession. Remember that 
each one of you has a great obligation to 
keep the standards of your profession high. 
If you do not drive the money-changers from 
the temple, the rest of the citizens of this 
country will do it for you. Never mix busi- 
ness with your profession. Remember that 
the greatest compensation you will ever re- 
ceive is the gratitude of your patients; this 
is something you cannot buy with money, 
and something that cannot be valued in 
terms of money. Keep faithful to the religion 
of medicine, and never forget that your pa- 
tient is the most important thing in the 
world. 


The psychosomatic outlook—The modern physi- 
cian, in civilian as well as in military hospitals, has 
observed that particular diseases are neither medical 
nor psychiatric, but consist of both mental and 
physiologic manifestations. The reserve medical of- 
ficer who has become accustomed to having a psy- 
chiatrist at hand will realize, upon return to civilian 
practice, that many conditions which were formerly 
treated by pill or needle will be improved more by 
this new psychosomatic outlook. The discriminating 
surgeon will look beyond the malfunctioning pylo- 
rus or the tender right lower quadrant and discover 
in the personality of his patient the real cause for 
his complaints. When this advance in medicine is ac- 
complished it will constitute a turning point in the 
diagnosis and treatment of disease.—John D. Camp- 
bell: Everyday Psychiatry, Philadelphia, Lippincott, 
1945, p. 103. 
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DIFFICULTIES IN THE DIAGNOSIS 
AND TREATMENT OF PINWORM 


INFECTION 


WILFreD N. Sisk. M.D. 
KALAMAZOO, MICHIGAN 


Previous publications have emphasized the 
world-wide distribution and the seriousness 
of oxyuriasis, or pinworm infection™, Be- 
cause methods of diagnosis are tedious and 
time-consuming, infections with the pin- 
worm are more often overlooked than found. 
Wherever proper methods of examination 
have been used, however, it is usually found 
that 20 per cent or more of the people in the 
lower economic levels harbor the infection. 


Although oxyuriasis is by no means con- 
fined to the lower economic group, crowded 
living conditions, inadequate facilities for 
cleanliness, and poor heating are among the 
factors which seem to influence both the 
prevalence and the severity of pinworm in- 
fections. Undoubtedly many pinworms and 
their ova are washed down the drains of 
bathtubs in better-equipped houses. There 
is also evidence to show that pinworm ova 
die rapidly in well-heated houses where the 
atmosphere is rather dry®. Although we 
have found viable ova in specimens taken 
three or four weeks before they were exam- 
ined, these specimens were kept in closed 
containers and were not subjected to the dry 
atmosphere of a heated room. Undoubtedly 
there are other unknown factors which in- 
fluence the degree of pinworm infections. 
One of these must be responsible for the fact ° 
that few people of the Negro race are found 
to be infected with pinworms. 


Clinical Picture 


Anyone who has seen many children in- 
fected with pinworms is bound to be im- 
pressed by the seriousness of the condition. 


Occasionally children between the ages of 2 
and 4 years are all but overwhelmed by the 


This paper is based on material collected at the Buncombe 
County Health Department, Asheville, N. C. Mrs. Maude Mor- 
gan, supervising nurse, Mrs, Donald MacRae, staff nurse, 
Rosalind A. Sisk, technician, and the other members of the 
Buncombe County Health Department gave invaluable assist- 
ance in the discovery and treatment of the patients. 

1. (a) Sisk, W. N.: The Unsuspected Prevalence of Intestinal 
Parasites in North Carolina, North Carolina M. J. 
4:518-517 (Dec.) 1943. 

(b) Cram, E. B.: Studies on Oxyuriasis: Summary and 
Conclusions, Am. J. Dis. Child. 65:46-59 (Jan.) 1943. 
(ec) Sisk, W. N.: The Effect of Phenothiazine on Intestinal 

: Parasites, J.A.M.A. 122:357-360 (June 5) 1943. 

2. Jones, M. F. and Jacobs, L.: Studies on Oxyuriasis: Sur- 
vival of Eggs of Enterobius Vermicularis under Known 
Conditions of Temperature and Humidity, Am. J. Hysg.. 
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infection. While we have encountered ex- 
tremely heavy infestations in children as old 
as 13 years, it is in the group of children 
under 7 years of age that the disease is most 
serious. 

Unfortunately the diagnosis of oxyuriasis 
cannot be made on the basis of the clinical 
picture alone, since any of the symptoms 
and signs may be caused by a number of 
other conditions. The most characteristic 
symptoms are restlessness in the sleep and 
poor appetite. The restlessness at night is 
characterized by kicking about in bed and 
talking in the sleep; occasionally even sleep- 
walking is encountered. While the appetite 
is usually poor for all meals, it is character- 
istically poorest for breakfast. Nervousness 
is another frequent symptom, and _ night- 
mares are not unusual. Itching about the rec- 
tum is probably responsible for a great deal 
of the restlessness while sleeping, but it is 
not usually a very prominent symptom in the 
mind of the patient. On examination most 
patients are found to have a slight pallor, 
and many have dark circles under the eyes. 
The red blood cell count is usually lowered. 
Although Miller and Einhorn” have ques- 
tioned the relation of mild anemia to oxyur- 
iasis, it has been my experience that the 
hemoglobin and red cell count usually rise 
without further treatment when the patient 
is rid of the pinworms. 


Mode of Transmission 


It has been shown that after the patient 
has been asleep from one to two hours the 
female pinworm migrates outside the rec- 
tum, and lays 10,000 to 25,000 eggs on the 
skin near the rectum). In the process of 
dressing and bed-making these eggs become 
spread about the house. Viable eggs have 
been found on every piece of furniture, and 
even in the moldings around the ceilings of 
houses in which infected individuals live. 
This mode of spread makes it imperative 
that the disease be considered on a family 
unit basis, since if one member of the family 
is infected all others will pick up the eggs 
from time to time. The necessity for treat- 
ing the entire household at one time is the 
first and greatest difficulty in the treatment 


8. Miller, J. F.. and Einhern, N. H.: Oxyuriasis, Am. J. 
Dis. Child. 68:376-381 (Dec.) 1944. 

4. Reardon, L.: Studies on Oxyuriasis; Number of Eggs 
Produced by Pinworms, Enterobius Vermicularis and Its 
Bearing on Infection, Pub. Health Rep. 53:978-984 (June 
17) 1938. 

5. Nolan, M. O. and Reardon, L.: Studies on Oxyuriasis; 
Distribution of Ova of Enterobius Vermicularis in House- 
hold Dust, J. Parasitol, 25:173-177 (April) 1939. 
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of oxyuriasis, and is often overlooked in the 
evaluation of various methods of treatment. 
Occasionally the families in the immediate 
neighborhood must also be considered. 


Diagnosis 


The feces specimen is practically useless 
in making the diagnosis. The most conveni- 
ent method for the diagnosis of pinworm in- 
fection is the cellophane swab". In a series 
of more than 2000 school children from 
whom both a cellophane swab specimen and 
a feces specimen were obtained, approxi- 
mately fifty positive cellophane swabs were 
found for every positive stool. In only one 
instance was the feces specimen positive 
when the cellophane swab was negative. This 
specimen was obtained from a first-grade 
child, and the swab undoubtedly was not 
properly used. 

When the infection is very heavy the cello- 
phane swab method is quite satisfactory, and 
even a single swab will be positive in a high 
proportion of the cases. When the infection 
is rather light, however, even this method of 
diagnosis is unreliable. This fact is quite 
well illustrated in the case histories of two 
families: 

Family 1 

Mrs. H. S. stated that for ten years she had been 
unable to keep her family in as good health as she 
thought desirable. There were three boys in the 
family, the youngest 13. She and the boys became 
tired more rapidly than normal. There was just a 
suggestion of poor appetite for breakfast and some 
restlessness in sleep among the boys. The thing 
which bothered her most was the fact that she and 
the boys all had moderate anemia. This could be 
temporarily overcome by taking large amounts of 
vitamins and iron, but the improvement lasted only 
a short while. Both the mother and the father in 
this family were professional people and had a com- 
bined income of between $400 and $500 a month. 
This family lived in one of the better residential 
sections and was quite clean. 

We made seven cellophane swab examinations on 
each member of the family—a total of thirty-five 
swabs. Only three swabs were positive. Within ten 
days after treatment was begun the appetite im- 
proved in all members of the family. Within two 
months following treatment the blood counts of all 
members of the family were normal. No effort had 
been made to alter the diet, and no medication had 
been given other than that directed at killing the 
pinworms. The family has remained symptom-free 
for over a year since the treatment. 

Family 2 

Dr. H. J., a dentist, stated that his children were 
sometimes nervous and frequently had poor appe- 
tites. Although no parasites had been found on re- 
peated examinations, the children had been given 
hexylresorcinol capsules several times. Following 
each treatment they improved for two or three 
months. We examined twenty-one cellophane swabs 
from each of the three children and seven from the 
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mother and father without finding a single positive 
swab. These children played constantly with the 
children who lived next door, and when the dentist 
found that his neighbor’s children were quite nerv- 
ous and restless in their sleep, he suggested that 
they be examined. Cellophane swabs taken from 
these children showed one of the heaviest infections 
we have ever encountered. Under the microscope the 
swabs looked very much like a basket full of hens’ 
eggs. Swabs taken from the parents and grand- 
parents were also decidedly positive. 

We succeeded in curing the dentist’s family, tem- 
porarily, but never succeeded in completely ridding 
his neighbor’s family of their infection. The first 
period of treatment was insufficient, and their in- 
terest and cooperation did not last long enough for 
a second series of treatments to be given. 


Treatment 

Gentian violet 

The difficulties encountered in the usual 
methods of treatment are well known. As 
was shown at the National Institute of 
Health’, reasonably effective results can be 
obtained with enteric-coated tablets of gen- 
tian violet. The chief drawback of this 
method is the frequent occurrence of nau- 
sea, thought to be caused by the dissolving 
of the enteric coating in the stomach. It can 
be minimized by having the patient take the 
tablets about thirty minutes before meals, 
so that the tablet is not held in the stomach 
by the mass of the meal. Nausea was suffi- 
cient to cause vomiting in a number of our 
patients”, and became a serious handicap 
in persuading patients to continue treatment 
for the two or three weeks usually required 
for complete cure. 


Phenothiazine* 

Phenothiazine is quite effective in the 
treatment of pinworm infection, but the 
therapeutic dose of this drug is too close to 
the toxic dose to make it suitable for routine 
wide-spread use. In doses of 4 to 8 Gm. a 
day this drug is the most effective one we 
have found for the treatment of oxyuria- 
sis’. We have followed six families who re- 
ceived this amount of phenothiazine, and two 
years after treatment we found them still 
free from pinworms. This large dose, how- 
ever, is quite toxic and is likely to cause 
nausea, vomiting, dizziness, and serious in- 
jury to the kidneys. Even in doses of 2 Gm. 
a day, phenothiazine sometimes causes toxic 
symptoms. There should be no serious diffi- 


6. Sisk, W. N.: The Modern Treatment of Pinworm Infec- 
tions, North Carolina M. J. 5:52-55 (Feb.) 1944. 


* The phenothiazine used in these studies was fur- 
nished by Parke, Davis & Company, and the 
Lederle Laboratories. 
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culties with this dose, however, if the pa- 
tients are carefully observed. 
Sulfonamides 

Feeling that neither gentian violet nor 
phenothiazine was ideal, we continued the 
search for other drugs which might be effec- 
tive. One of our patients was being treated 
with sulfathiazole for a throat infection 
when she observed that large quantities of 
pinworms were passed in her stool. This led 
us to investigate the effectiveness of the 
sulfonamides in the treatment of pinworm 
infections. It was felt that the sulfonamides 
most likely to be effective were those which 
remained in the intestinal tract for a rela- 
tively long period of time. Sulfaguanidine, 
sulfasuxidine, and sulfathalidine were 
tried.* Forty-three patients were treated 
with sulfaguanidine, 56 with sulfasuxidine, 
and 74 with sulfathalidine. The daily dose 
was divided into four equal parts, one part 
being given at each meal and at bedtime. 
This treatment was given for one week, dis- 
continued during the second week, and re- 
sumed for the third week. In the beginning 
a daily dose of 2 Gm. of the sulfonamide 
was used. Since this dose proved ineffective, 
it was increased to 8 Gm. a day. With the 
larger dose there was definite symptomatic 
improvement, particularly in the appetite. 
All three sulfonamides were effective in re- 
moving large numbers of pinworms, but 
none of them could be relied upon to eradi- 
cate the infection completely. We did not 
attempt to determine the exact percentage 
of cures, because so many of the post-treat- 
ment cellophane swabs were positive. In 
only two families were we able to satisfy 
ourselves that we had achieved a permanent 
cure. These two families were very lightly 
infected. All in all, the experience with the 
sulfonamides was discouraging. 
Ferrous sulfate 

Eleven patients were treated continuously 
for one month with ferrous sulfate. So far 
as we were able to determine, there was no 
benefit whatsoever from this treatment. 
Butolan and Lubisan 

linical trials were conducted with two 

other drugs, Butolan and Lubisan}. Circum- 


* The sulfaguanidine used in these studies was fur- 
nished by E. R. Squibb & Sons and the Lederle 

Laboratories. The sulfasuxidine and _ sulfathali- 
dine were furnished by Sharpe and Dohme. 

+ Both of these drugs were furnished by the Win- 
throp Chemical Company of New York City. 
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stances made it impossible for us to investi- 
gate these two drugs fully. This small series 
of cases is reported in the hope that it will 
stimulate further trial of these two drugs, 
both of which show considerable promise. 
They are reasonably effective in the treat- 
ment of pinworm infections, and toxic symp- 
toms in this series were virtually nil. 

Only a small amount of Butolan was avail- 
able for trial. It was used in treating 12 
patients, and was given in doses of 0.5 Gm. 
three times a day for one week. Treatment 
was discontinued during the second week, 
and resumed in the same dosage the third 
week. Smaller doses were used for children 
under 12 years of age. There was some im- 
provement in the appetite of these patients 
and in their general condition, but the trial 
was not entirely successful. Three weeks 
following treatment only 4 of the 12 patients 
treated had consistently negative cellophane 
swab specimens. There were no symptoms 
suggesting toxicity, and the studies which 
the manufacturer has made on animals sug- 
gest that larger doses could be given without 
danger. It is quite probable that better re- 
sults would follow the use of larger doses. 


Lubisan was used in capsules containing 
0.2 Gm. For adults six capsules were given 
each morning on an empty stomach, and no 
breakfast was eaten for three hours. The 
same dose was given on three successive 
days, and after four days’ rest was repeated 
for three more days. Smaller doses were 
given for children under 12 years of age. 

Lubisan showed more promise than any 
drug which had been used in the Buncombe 
County Health Department Clinic. The pa- 
tients’ appetites improved rapidly, as did 
their restlessness in sleep and other symp- 
toms. Fifty-one patients were treated, with 
no suggestion of toxic symptoms. Thirty- 
seven of these fulfilled the usual criteria of 
cure—that is, they had seven or more nega- 
tive cellophane swab specimens taken three 
weeks or more following the completion of 
treatment. This was as high a cure rate as 
we have been able to get with any drug. 
The studies on animals done by the manu- 
facturer of Lubisan suggest that much larg- 
er doses would be safe. Further clinical 
trials of Lubisan with larger doses and more 
prolonged periods of treatment would be 
well worth while. This preliminary work in- 
dicates that Lubisan may prove to be more 
effective than either phenothiazine or gen- 


PINWORM INFECTION—SISK 253 


tian violet in the treatment of pinworm in- 
fections. 
Summary 


1. The clinical picture of oxyuriasis or 
pinworm infections is not sufficiently char- 
acteristic to be diagnostic. Positive diagno- 
sis depends upon finding either the ova or 
the worms. Examination by the cellophane 
swab method is much more reliable than 
examination of the feces. In lightly infected 
patients, however, positive diagnosis be- 
comes quite difficult. 

2. The family must be considered and 
treated as a unit. 

3. Treatment is quite difficult, because all 
members of the household must be cured at 
one time in order to prevent reinfection 
within the household. 

4. Phenothiazine and gentian violet are 
reasonably effective in the treatment of 
oxyuriasis, but are far from ideal. Both 
drugs cause toxic symptoms in many pa- 
tients. 

5. Three sulfonamides — sulfaguanidine, 
sulfasuxidine, and sulfathalidine—gave very 
poor results in patients with oxyuriasis. 

6. Ferrous sulfate was of no value in the 
treatment of pinworm infections. 

7. A preliminary trial of Butolan in 12 
~patients was encouraging enough to suggest 
the advisability of further extensive clinical 
studies. 

8. The treatment of 51 patients with Lub- 
isan was quite encouraging and suggested 
the need for further intensive clinical trial. 
301 Henrietta Street, S. E. 


Postmeningitic psychoneurosis.—Since the advent 
of sulfa drugs we have had an opportunity to ob- 
serve patients recovered from meningococcic men- 
ingitis. Several articles have appeared indicating the 
excellent results obtained in treating the acute phase 
of the disease, but no one, to my knowledge, has 
reported upon the subsequent course of these pa- 
tients. In a strikingly large percentage of them, 
under my observation, there has developed a syn- 
drome similar to posttraumatic psychoneurosis. As 
the postmeningitic patient recovers from the inflam- 
matory process he complains of persistent headache, 
pain or soreness in back of the neck, nervousness, 
and marked fatigue. Irritability and impotency are 
often symptoms. Objectively, one observes tremors 
of the hands, twitching of an eyelid, hyperactive 
deep reflexes, with inequality, a dull facial expres- 
sion, and slow reactions in general. Neurologic find- 
ings may or may not be present, and the complaints 
are out of proportion to the objective findings.— 
John D. Campbell: Everyday Psychiatry, Phila- 
delphia, Lippincott, 1945, p. 117. 
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SPIROCHETAL JAUNDICE (WEIL’S 
DISEASE) IN NORTH CAROLINA 


Report of Two Cases Found at 
Postmortem Examination 


W. C. THOMAS, M.D. 
and 
P. C. STRINGFIELD, M.D. 


WINSTON-SALEM 


Jaundice is one of nature’s most spectacu- 
lar methods of advertising a dysfunction of 
the body. Some of the causes of this colorful 
display may be definitely demonstrated. The 
spirochetal origin of occasional cases of 
jaundice has been commented upon by many 
observers. An excellent review of the ac- 
cumulated literature on Weil’s disease was 
published in 1941", Within the past decade 
cases have been reported from Virginia”, 
the District of Columbia”), Alabama”, and 
Louisiana’, In order to direct attention to 
the presence of the disease in North Caro- 
lina, we wish to present briefly 2 cases of 
spirochetal jaundice which were encountered 
at postmortem examination. The experience 
of other observers would lead us to assume 
that many more non-fatal cases have oc- 
curred in this section. 

Case Reports 
Case 1 

This jaundiced, 26-year-old white state 

highway worker was admitted to the North 


Carolina Baptist Hospital on August 28, 
1942. He was semi-comatose. The patient’s 


family stated that he had complained of in- 


flamed eyes and of soreness in the upper 
abdomen about three weeks before admis- 


sion to the hospital. Bouts of nausea and 


vomiting followed, and jaundice developed 
one week following the onset of the illness. 


The patient was a well developed and well 
nourished young man who was acutely ill 


From the Department of Pathology, Bowman Gray School 

of Medicine of Wake Forest College, Winston-Salem, N. C. 
Read before the North Carolina Pathological Society, Pine- 

hurst, May 1, 1946, 

1. Ashe, W. F., Pratt-Thomas, H. R. and Krumpe, C. W.: 

Weil's Disease—Complete Review of the American Liter- 

ature and Abstract of the World Literature, Medicine 

20:145-210 (May) 1941. 

(a) Reid, J. D, and Holt, R, A.: Weil’s Disease in Vir- 

ginia, Virginia M. Month. 68:571-575 (Oct.) 1941. 
(b) Bloom, N. and Walker, H.: Spirochetal Jaundice, Vir- 
yinia M, Month, 68:192-200 (April) 1941, 

3. Manchester, B., Larson, C. L. and Thomas, L. J.: Weil's 
Disease in the District of Columbia, M. Ann. District of 
Columbia 18:188-188 (April) 1944, 

1. Lester, B. S., Denisom, G. A., Posey, L. C. and Tate, G. 
M.: Weil’s Disease, South. M. J. 35:825-332 (April) 1942. 

5. Senekjie, H. A.: Spirochetosis Icterohemorrhagica: Clini- 
ee in Louisiana, J.A.M.A. 126:5-10 (Sept.) 
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and could be aroused only after painful 
stimulation. His skin was deep yellow in 
color. Both conjunctival sacs showed a 
marked increase in the number of visible 
capillaries, but no suppuration was present. 
Several bruises were seen on the face, and 
both lower extremities presented a moder- 
ate number of petechial hemorrhages. The 
abdomen appeared to be distended, and a 
fluid wave was elicited on percussion of the 
area. Pressure in the right hypochondriac 
region caused pain. The patient’s tempera- 
ture was 98.8 F. 

There were few significant laboratory 
findings. The urine contained a large amount 
of bile, and was yellow-brown in color. Ex- 
amination of the blood revealed 13,300 white 
blood cells, with a differential count of 78 
per cent neutrophils and 22 per cent lymph- 
ocyvtes. The icteric index was 222 units. 

The patient died less than two days after 
hospitalization. He was extremely restless 
on admission, and soon became unconscious. 
Evidences of pulmonary edema developed 
terminally. 

The postmortem examination was limited, 
since permission could be obtained only for 
examination of the abdomen. Two thousand, 
five hundred cubic centimeters of clear, yel- 
low fluid was found within the peritoneal 
cavity. The liver weighed 1,775 Gm., was 
yellow-red in color, and presented a smooth 
surface. Microscopic examination showed 
marked parenchymal degeneration, with 
cloudy swelling and fatty metamorphosis. 
A moderate degree of proliferation was seen 
in the bile ducts. The portal regions showed 
infiltration by lymphocytes, neutrophils and 
eosinophils. Petechial hemorrhages were 
seen grossly on the surfaces of the intestine, 
kidney, and liver. Sections of the kidney 
prepared by the Levaditi method revealed 
large numbers of spirochetes within the 
lumina of the proximal convoluted tubules. 
Case 2 

This 59-year-old white cotton-mill worker 
entered the North Carolina Baptist Hospital 
on May 9, 1945, complaining of soreness and 
aching in the stomach. It was difficult to get 
a reliable history of the patient’s condition. 
He stated that he was awakened on May 7 
by a severe aching pain in the epigastrium. 
This pain later localized in the right upper 
quadrant of the abdomen, with radiation to 


6. Case presented in detail in Clinico-Pathological Confer- 
ence, North Carolina M. J. 7:75-78 (Feb.) 1946. 
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the top of the right shoulder. There were 
many complaints referable to all the sys- 
tems of the body in the confusing past his- 
tory. These symptoms are not considered 
significant in the present discussion. 

The patient was an acutely ill, well devel- 
oped and well nourished elderly white male. 
His temperature was 102 F. The significant 
physical findings were muscle spasm and 
tenderness to percussion in the right upper 
quadrant of the abdomen. Slight tenderness 
was noted also in the right costovertebral 
angle. 

The accessory clinical findings added in- 
teresting data in the case. The urine showed 
a 4 plus reaction for albumin; microscopic 
examination revealed 8 coarse granular 
casts, 75 red blood cells, 25 white blood cells, 
and occasional white blood cell clumps per 
high power field. There were 14,600 white 
blood cells, with 88 per cent neutrophils, 9 
per cent lymphocytes, and 3 per cent mono- 
cvtes. The nonprotein nitrogen ranged from 
55 to 94 mg. per 100 ce. of blood. The icteric 
index was 100 units. An x-ray of the chest 
made on May 9 revealed “peculiar, diffuse, 
granular densities scattered throughout all 
the lung margins in both lung fields with 
generalized, localized areas of consolida- 
tion.” 

The morning after admission the patient’s 
breathing became labored, and moist rales 
were heard in both lung bases. Jaundice was 
first observed on May 11. On the same day 
multiple purple petechiae measuring 0.5 to 
1 mm. in diameter were noted over the up- 
per abdomen. The temperature varied from 
98 to 102.4 F. The patient expired suddenly 
on May 13. 

The chief findings on postmortem exami- 
nation were jaundice, generalized petechiae, 
and pulmonary edema and hemorrhage. The 
liver weighed 2,000 Gm., was yellow-brown, 
and presented a smooth surface; microscopic 
sections showed cloudy swelling and fatty 
metamorphosis of the parenchyma. Pete- 
chiae were noted in various internal organs 
but chiefly in the endocardium and epicard- 
ium, in the cortical areas of the kidneys, in 
the cecum, and beneath the pleura. Sections 
of the kidney, heart muscle, and _ liver, 
stained by the Levaditi method, showed 
numerous spirochetes. 


Comment 


It is unfortunate that the moribund con- 
dition of these 2 patients made it impossible 
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to obtain the all-important detailed history. 
The so-called characteristic clinical picture 
is one of sudden onset with chills, fever, 
nausea, vomiting, and muscle pains. Con- 
junctivitis, as described in our first case, has 
been emphasized as one of the earliest signs. 
These early symptoms represent the period 
of blood stream invasion by the spirochete. 
Jaundice appears from four to seven days 
later, and is preceded by pain in the right 
upper quadrant of the abdomen, which is 
due to the hepatic involvement. Petechial 
hemorrhages occur in the skin. Soon there- 
after the spirochetes may be demonstrated 
in the urine, and oliguria or anuria may oc- 
cur. Fourteen days after the onset of the ill- 
ness, the patient’s blood serum begins to 
show the power of agglutinating the organ- 
isms. This may be used as a diagnostic test. 
Uncomplicated recovery is the rule, and is 
usually complete within two to four weeks 
after the onset. 

Many atypical forms of the disease are 
described. Cases without jaundice have been 
noted”, and meningitic®’, anginal, and pul- 
monary types have been reported. Early 
recognition of these varied manifestations 
of spirochetosis is important in view of the 
recent reports® on the efficacy of penicillin 
against the spirochete. 


Summary 


Two cases of spirochetal jaundice found 
at postmortem examination in North Caro- 
lina are presented. 


7. Stewart, A. M. and Witts. L. J.: Weil's Disease without 
Jaundice, British M. J. 2:149-150 (July 29) 1944. 

8. Clapper. M. and Myers, G. B.: Clinical Manifestations of 
Weil’s Disease with Particular Reference to Meningitis, 
Arch, Int. Med. 72:18-80 (July) 1943. 

9. Bulmer, Ernest: Weil’s Disease in Normandy: Its Treat- 
ment with Penicillin, British M. J. 1:113-114 (Jan. 27) 
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_ Regarding angina, the patient may be told that 
it is the warning cry of the heart for blood and that 
the needed blood will be supplied by the treatment 
which will be given him. He is made to realize 
that he is largely responsible for the success of the 
treatment; the drugs which will prevent or dispel 
attacks are placed in his hands; it is then his prob- 
lem to restrict effort and to lessen and avoid the 
occasions of emotional tension. If there is evidence 
of serious myocardial or coronary arterial disease, 
with the probability of a fatal seizure, some excuse, 
suc’: as that it is a disturbing provocation, is found 
to keep the patient from driving his car. In prog- 
nosis, the example of John Hunter may be used. 
He had angina complicated by infarction during 
some part of its course for 20 years and died in a 
seizure because he failed to control his temper.— 
Irvine H. Page and Arthur C. Corcoran: Arterial 
Hypertension, Chicago, The Year Book Publishers, 
Ine., 1945, p. 172. 
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THE MANAGEMENT OF ACUTE 
PSYCHIATRIC CASES IN 
GENERAL PRACTICE 


Davip A. Younc, M.D. 


General Superintendent, 
North Carolina State Hospitals 


RALEIGH 


The increasing emphasis on specialization 
in the practice of medicine has resulted in 
a tendency for each group of specialists to 
draw further away from the general body 
of medical practice, to hold their own meet- 
ings and exchange their own information, 
and to lose interest in progress being made 
in other fields. Each group has also become 
less interested in informing other specialists 
of advancements in its area of knowledge, 
and has developed its own language and set 
of alphabetical abbreviations. 

The field of psychiatry has been no excep- 
tion, and the psychiatrist may be further 
separated from the medical world at large 
by living and working in the isolated en- 
vironment of an institution for mental dis- 
ease. The distance between the psychiatrist 
and the general medical man has been too 
great, and one of the unfortunate results is 
that the general practitioner has lacked ac- 
curate information in regard to psychiatry 
and psychiatric methods. Sometimes he 
seems to be glad of this excuse to dispose of 
his psychiatric cases more quickly by refer- 
ring them to a psychiatrist. In many in- 
stances, of course, the referral is justified, 
but often the general practitioner, because 
of his intimate knowledge of the patient and 
his background, is better able to deal with 
him than a psychiatrist would be. 

With these thoughts in mind I elected to 
bring to this group, which is representative 
of general medicine as well as most of the 
specialties, some information about the 
handling of psychiatric patients before they 
are brought to a hospital. 


Difficulties Encountered 


Unfortunately, there cannot be set up any 
definite rules of thumb which can be fol- 
lowed invariably in the handling of indi. 
viduals, particularly psychiatric patients. 
Each person differs in personality as well as 
in background. Furthermore, different types 


_ Read before the Sixth District Medical Society, Raleigh, 
November 8, 1945, 
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of mental disease, as they first make them- 
selves known, often show numerous similar- 
ities, so that the original diagnosis may have 
to be changed later on. 

Another problem which confronts the doc- 
tor in the management of psychiatric pa- 
tients is the attitude of the family. Because 
of the stigma which mental illness unfor- 
tunately still carries, and the fact that fric- 
tion among members of the family often 
underlies the patient’s condition, the fam- 
ily’s anxiety is far greater than that pro- 
duced by physical disease. The statement 
has been made that it is often hard to tell 
which person in the family really needs 
treatment. Frequently unhealthy relation- 
ships and attitudes have been present in a 
family for a long time before the crisis arose 
which necessitated calling the doctor. In 
cases where members of the family have 
begun to suspect the existence of some psy- 
chiatric disorder, they have frequently built 
up a defense within their own minds against 
admitting its existence. For these reasons 
it is very difficult for the family physician 
to announce immediately his diagnosis or to 
recommend at once to an unwilling family 
that the patient be committed to an institu- 
tion. If there is no actual danger of the pa- 
tient’s harming himself or some other per- 
son, or if reasonable precautions can be 
taken at home or at the local hospital, a 
short period of observation will be of great 
help to the doctor in arriving at his opinion 
and in presenting to the family the necessity 
for institutional care. Within this time the 
family may become somewhat reconciled to 
this course, and may even make the sugges- 
tion themselves. A recommendation for com- 
mitment of the patient to a hospital for men- 
tal disease should be given in the same way 
as any other medical advice, so that the 
family will not be further disturbed by the 
thought that the doctor looks on this as a 
very peculiar and alarming situation. 


The Care of Psychiatric Patients 
in General Hospitals 


In some cases periods of mental confusion 
or disturbance may come to patients already 
in a general hospital, particularly as. the 
result of some disease or medication. or oc- 
casionally after delivery. In these cases an 
adequate evaluation of the physical factors 
is most important. These patients frequently 
recover from their mental disturbance with- 


1. 
| 
on 
‘ 
256 
1 
| 
ES 
iF 
ip 
i 
4% a 
2 
B 
| 
f 


June, 1946 


out having to be removed to another hos- 
pital. 

General hospitals are frequently reluctant 
to admit psychiatric cases or even to allow 
patients to remain when they show any evi- 
dence of disturbance. It is very likely that 
the difficulties which have been caused with- 
in the general hospital by alcoholic patients 
who have been brought in to sober up are 
responsible for this attitude. It is, of course, 
understandable that such hospitals should 
not want the responsibility of handling vio- 
lent patients, but many psychiatric cases can 
be cared for temporarily in a general hos- 
pital, if any degree of caution is exercised. 
It would be hard to say that the hospital is 
more morally liable in case of suicide within 
its walls than it would be if it had insisted 
on the patient’s being removed when no 
other means of care was available. 

Symptoms of Acute Mental Illness 
and Their Management 

One of the symptoms encountered most 
frequently in acute psychiatric disturbances 
is anxiety or apprehension. Frequently this 
is not attached to any particular situation 
and is not relieved by the usual reassurances. 
Patients who have a specific fear of some 
particular illness are usually more neurotic 
than psychotic. Likewise the fear of in- 
sanity, although it is no guarantee against 
a major psychosis, is much more character. 
istic of the neuroses. In cases where the 
anxiety -tends to center on some rather un- 
usual situation, such as fear that some par. 
ticular group is going to cause trouble, the 
outlook is somewhat ominous. If the individ 
ual cannot be reassured in simple conversa- 
tion or by the presence of well-known 
friends or members of the family, his anxi- 
ety is apt to go on to greater suspiciousness 
and even to delusions of persecution. Such 
patients are usually less apprehensive in 
familiar surroundings, and if hospital care 
is necessary because of physical illness, it is 
well to let a member of the family remain 
with them. Ore rather general suggestion 
may be made which applies to the manage- 
ment of all psychiatric cases: It is useless 
to argue with a patient, and much better re- 
sults may be expected when the patient is 
given not only the assurance of friendliness 
but also the feeling that the doctor under- 
stands, or is trying to understand, his situ- 
ation and his viewpoint. 

In patients who are extremely suspicious 
and have very little understanding of their 
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abnormal condition, the prognosis varies ac- 
cording to the mode of onset. When the on- 
set is gradual, the outlook is relatively poor. 
Frequently, however, hospitalization is not 
necessary for some time, and during this 
period the patient’s contacts with the doctor 
and his family are of great value to him. In 
cases with sudden onsets the probability of 
recovery is somewhat better. When the se- 
verity of the disturbance justifies it, such 
patients, after a brief period of observation, 
should be given institutional care. 

Another frequent symptom is confusion. 
Some physical disturbance usually underlies 
this, but occasionally no organic disease or 
intoxication can be held responsible. It may 
be the first symptom of delirium. Confused 
patients often become worse at night, and a 
member of the family or a_ well-trained 
nurse should stay in the patient’s room dur- 
ing the night to provide some part of his 
known environment and to keep him from 
unknowingly hurting himself. Such a patient 
should not be kept in a room with low win- 
dows which he might step out of. 


A third symptom frequently encountered 
is a variation in mood. Some patients be- 
come very active and want to be continu- 
ously on the go. Because of its restrictions 
and limited area, a general hospital is not 
suited to the care of such a patient, and if 
the family is not prepared to cope with him, 
a nursing home or a psychiatric hospital is 
to be recommended. Where the mood varia- 
tion is depression, precautions must be 
taken against self-destructions Although the 
family should be warned of this danger, the 
patient is probably safer in the local hospital 
than at home. If the patient does not re- 
spond to reassurances and is unable to con- 
tinue any interest in previous activities, re- 
moval from the existing environment is to 
be recommended. 


Alcoholism 


Alcoholism is a chronic rather than an 
acute condition, but frequently there are 
acute episodes in the life of the alcoholic, 
varying from periods of intoxication to de- 
lirium tremens or alcoholic psychosis. The 
last named condition is usually prolonged, 
and in most eases psychiatric hospitalization 
is advisable. Delirium tremens, of course, 
requires almost as much physical as psychi- 
atric treatment. The mortality from respir- 
atory infection is extremely high in these 
cases, and immediate steps should be taken 
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to improve the patient’s physical condition. 
Intravenous injections of glucose and vita- 
mins should be followed as soon as possible 
by a nourishing diet. The person sobering up 
from acute intoxication probably is more 
comfortable in a hospital than at home and 
is, with some precautions, less likely to con- 
tinue his drinking. If periods of acute in- 
toxication have recurred frequently, how- 
ever, long-term treatment in a specialized 
institution is indicated. 


Conclusion 


These suggestions are intended to aid the 
physician in handling acutely developing 
psychiatric conditions and to decrease the 
reluctance shown by many doctors to have 
any contact with such patients. In all psy- 
chiatric conditions, the friendly understand- 
ing of the family doctor is of great value to 
the patient. 


CAUDAL ANALGESIA 
K. E. NEESE, M.D. 
MONROE 


What is the medical profession going to 
do about caudal analgesia? Are we going 
to ignore it for some reason such as I ob- 
tained from a prominent obstetrician re- 
cently: “I have a good practice, so why 
should I jeopardize it by trying something 
new?” That may be sound reasoning from 
the standpoint of personal protection or fi- 
nancial gain, but is it a true scientific spirit? 
It is true, of course, that only a crack-pot 
will try every new thing that comes along. 
However, when a _ scientific advancement 
which means as much to humanity as the 
relief of pain in labor becomes fairly well 
established, and has grown out of the experi- 
mental stage, can we afford not to investi- 
gate its advantages? If these advantages 
are found to outweigh the disadvantages, can 
we afford to deny them to our patients? 
Several questions, I know, have already 
arisen in the mind of the reader: Js this 
method well established? Has it grown out 
of the experimental stage? Do the advan- 
tages outweigh the disadvantages? 


Effect on the Mother 


Dr. Hingson, one of the originators of this 
method, has in his files reports of 150,000 
deliveries under caudal analgesia. The re- 
ported mortality from all causes is 30. 
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Twenty of these deaths had absolutely no 
relation to the caudal analgesia. In the re- 
maining 10 cases there may have been some 
connection, but in almost every instance 
there was some outstanding failure of the 
attendant or doctor to carry out the accepted 
technique or precautions. Compare this fig- 
ure with the normal mortality of about 3 
per 1000 in all pregnancies. 


What is the explanation for the reduced 
mortality rate with caudal analgesia? I be- 
lieve it is largely the prevention of hemor- 
rhage. In some parts of the country, at least, 
hemorrhage is the leading cause of death in 
parturient women. Caudal analgesia does 
not interfere with the forces of the uterus. 
Contraction is prompt, and there are few 
instances of hemorrhage. Almost all reports 
on caudal analgesia give measured or esti- 
mated amounts of blood lost as 50 to 100 ee. 
The usual normal blood loss is 200 to 300 ee. 
If caudal analgesia reduces so greatly the 
normal loss of blood, there should be a cor- 
responding reduction in the incidence of 
serious hemorrhage. Delivery of the placenta 
is prompt without the use of oxytocic drugs. 
One can give the patient after delivery of 
the placenta 1/6 to 1/4 grain of morphine, 
allowing her to sleep, without fear of relax- 
ing the uterus. I commonly give pituitary 
extract or ergotrate, however, following de- 
livery of the placenta. 


Another real danger to the parturient 
woman is infection. The danger of infection 
arising from the use of caudal analgesia 
should be balanced against the danger of in- 
fection arising from the difficulty of main- 
taining sterile precautions in a patient who 
is uncooperative and at times uncontrollable 
as a result of pain or drugs. Very few cases 
of infection have been reported in patients 
delivered under caudal analgesia. The rapid 
recovery which takes place in patients whose 
organic functions have not been depressed 
by drugs must increase the resistance to in- 
fection. 


Under caudal analgesia one has a con- 
scious, comfortable, and cooperative patient. 
Episiotomy and repairs can be done un- 
hurriedly and painlessly, without subjecting 
the uterus to the relaxing effects of general 
anesthesia. 

It would seem that the increased safety 
which caudal analgesia gives the patient 
overbalances any dangers arising from its 
use. 
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Effect on the Child 


One of the chief advantages of caudal 
analgesia is the absence of any depressing 
effect on the infant. Bringing a child into 
the world in such a depressed condition that 
strenuous methods must be employed for 
some minutes before resuscitation can be 
accomplished carries a very real danger to 
the immediate and the future well-being of 
that child. One wonders just how long the 
sensitive cells of the forebrain can with- 
stand the damaging effects of anoxemia. In 
honesty, the depressing effects of demerol 
and all the barbiturates, inhalation anesthe- 
tics, and opiates—particularly the opiates— 
must be recognized. Under caudal analgesia 
the child is born very much alive. One must 
be careful to aspirate the mucus from the 
airway immediately to prevent the child 
from sucking it into the bronchial tubes. 
The caudal anesthetic is in reality local, and 
if it has any effect on the baby, it is a stim- 
ulating one. The baby frequently cries be- 
fore delivery is completed. It is quite soul- 
satisfying to see a live, vigorous, active, cry- 
ing child delivered. The doctor does not have 
to wonder if that individual’s future may 
be affected by a prolonged period of anox- 
emia following birth. 
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Statistics accumulated by Dr. Hingson 
show quite substantial reduction in infant 
mortality in all types of patients under 
caudal analgesia. 


Conclusion 


I believe we should study caudal analgesia, 
evaluate its merits, and form an unbiased 
opinion of it. This opinion, to have any 
value, must be formed after the doctor has 
taken the time and trouble to learn the tech- 
nique and has followed enough cases to know 
the results obtained. It is highly question- 
able whether the committee appointed by a 
national obstetrical society went to this 
trouble and followed up enough cases to 
make their conclusions trustworthy. I would 
like to suggest that our own State Medical 
Society appoint such a committee to study 
this procedure, which might mean so much 
to childbearing women. Let them reserve 
their opinion and report until they have ac- 
tually used the procedure in 50 to 100 cases, 
and given them an adequate follow-up study. 
The technique is not to be mastered by the 
average doctor with fewer cases. 

A reply to Dr. Neese’s article has been prepared 


by the Committee on Maternal Welfare, and is pub- 
lished in the Correspondence Section on page 273. 


THUMBNAIL SKETCHES OF EMINENT PHYSICIANS 


JOSIAH C. TRENT, M.D., F.A.C.S., Editor 
ANN ARBOR, MICHIGAN 


THE STORY OF YELLOW FEVER 
VI 


GEORGE MILLER STERNBERG, 
1838-1915 


In the 1880’s, under the impetus of the 
great bacteriologic discoveries of Robert 
Koch and others, research in yellow fever 
entered upon a bacillary phase. For several 
decades claims were put forward naming 
various bacilli as the causative agents of the 
disease. Carlos Finlay himself, in endeavor- 
ing to prove his doctrine implicating the 
mosquito, claimed for a time to have dis- 
covered the offending bacillus both in the 
blood of infected human beings and in mos- 
quitoes™, The foremost figure in this phase 
1. See Sketch V. 


of yellow fever research was that of a care- 
ful and painstaking scientist, George Miller 
Sternberg, to whose lot it fell to examine and 
reject the claims of Finlay and the rest. 
Sternberg was born at Hartwick Semi- 
nary, Otsego County, New York, on the 
eighth of June, 1838. After years of study 
at the seminary, interrupted by periods of 
work as a school-teacher, he decided to study 
medicine. He took his medical degree at. the 
College of Physicians and Surgeons in 1860, 
and opened a practice in Elizabeth City, 
New Jersey. Shortly thereafter, with the 
outbreak of the Civil War, he received an 
appointment as Assistant Surgeon in the 
United States Army, thus beginning a forty- 
year career of army service. He served in 
various stations throughout the war and was 
several times commended for the courage he 
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displayed under fire. The late 1860’s found 
him at Western posts, where he served in 
the Indian campaigns. 

In 1870, Sternberg was recalled to the 
East and assigned to Governor’s Island, New 
York Harbor. Here he had his first en- 
counter with yellow fever, when a malignant 
epidemic, at first unidentified, broke out 
among the troops. The eighty patients were 
sent into quarantine under Sternberg’s 
charge. In 1872, he saw the disease in New 
Orleans; in 1873 and subsequent years, at 
Fort Barrancas, Florida. Here he prevented 
the spread of an epidemic by securing 
prompt removal of all uninfected personnel 
to a camp site at some distance from the 
fort. His curiosity concerning the nature 
and causation of yellow fever was now 
thoroughly aroused; he recorded his obser- 
vations on the pathology and epidemiology 
of the disease and published them in the 
New Orleans Medical and Surgical Journal? 
his “first publications of scientific 
value.”’®) 

In 1875, at Fort Barrancas, Sternberg 
himself fell ill of the yellow fever; the case 
Was an extremely severe one, and his life 
was several times endangered. At great cost 
to his health he thus earned an immunity 
which was to stand him in good stead in 
future years. His studies in yellow fever 
were for some time interrupted, since the re- 
quirements of the service sent him again to 
the West. He had developed a great interest 
in bacteriology, however, and carried on re- 
search despite the difficulties encountered at 
frontier posts, developing his laboratory 
technique and devising new pieces of appar- 
atus with great ingenuity. When, in 1879, 
he was detailed for duty with the Havana 
Yellow Fever Commission of the National 
Board of Health, he was a skilled and scrup- 
ulous investigator, adept in microscopic 
work and in the new and valuable method of 
illustrating scientific research by photomi- 
crographs. His work during the three 
months he spent with the Havana Commis- 
sion was chiefly bacteriologic; the symptoms 
of yellow fever indicated that the causative 
organism would be found in the blood of in- 
fected persons, so he spent much time in 
microscopic examination of blood samples, 


2. Sternberg, G. M.: (a) An Inquiry into the Modus Oper- 
andi of the Yellow Fever Poison, New Orleans M. & S. J. 
311-28, 1875: (b) A Study of the Natural History of Yel- 

_ low Fever, New Orleans M. & S. J. 4:6388-674, 1877. 

3. Sternberg, Martha L.: George Miller Sternberg, Chicago, 

A.M. A., 1920, p. 85. 
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studying 98 specimens from 41 cases of yel- 
low fever. His report on these investigations 
admitted his failure to fix on a specific germ 
of the disease. 

In ensuing years Sternberg studied ma- 
laria, typhoid, and other diseases, and con- 
ducted a long investigation into the practical 
value of commercial disinfectants. He re- 
turned to work on yellow fever in 1887, when 
he was sent to Brazil to investigate the 
merits of a protective inoculation devised by 
Dr. Domingos Freire. Freire claimed to have 
discovered the germ of yellow fever, Crypto- 
coccus xanthogenicus, and to have found 
means of preventing its action. Sternberg 
was at once aware of the deficiencies of 
Freire’s scientific technique and was there- 
fore doubtful as to his results; he neverthe- 

less conducted a careful investigation of 
Freire’s claims, concluding that they were 
without foundation and that Freire’s organ- 
ism bore no etiologic relation to yellow 
fever. He reached the same conclusion in 
Mexico, a few months later, regarding the 
similar claims of Dr. Carmona y Valle. 


In 1888 and 1889, Sternberg at his own 
request was permitted to visit Cuba during 
the epidemic season of yellow fever; in the 
autumn of 1888 he witnessed the epidemic at 
Decatur, Alabama. In these years he inves- 
tigated and rejected the claims of Paul 
Gibier concerning the liquefying bacillus 
which Gibier found in the alimentary canals 
of patients with yellow fever, and the claims 
of Finlay and Delgado for their Micrococcus 
tetragenus febris flavae. For a brief period 
Sternberg himself had a candidate in the 
field, Bacillus X, but he very soon withdrew 
his claim. The final report on his extensive 
and detailed researches in yellow fever was 
published in 1890: Report on the Etiology 
and Prevention of Yellow Fever (fig. 1). 
This document, with its numerous charts and 
photomicrographs, was a triumph of nega- 
tion and effectually cleared the field for fu- 
ture investigators; its conclusions not only 
state absolutely that the specific germ of yel- 
low fever has not yet been demonstrated, 
but contain as well various helpful sugges- 
tions as to sanitary and quarantine measures 
for preventing the spread of the disease. 
Sternberg’s awareness of the extent of his 
accomplishment is well expressed in a pas- 
sage of his introduction: 


“No one can regret more than I do that the ques- 
tion of the etiology of yellow fever is not yet solved 


‘ 
¢ 
aCe 
- 


June, 1946 


i 


UNITED STATES MARINE HOSPITAL 


REPORT 


ETIOLOGY AND PREVENTION 


YELLOW FEVER. i 


GEORGE M. STERNBERG 


LAKU'T, dd SL bain 


4 


Fig. 1. The title-page of Sternberg’s final re- 
port on his bacteriologic research in yellow 
fever, published in Washington in 1890. (From 
the author’s collection) 


in a definite manner, but I at least have not to re- 
proach myself with want of diligence or failure to 
embrace every opportunity for pursuing the re- 
search. The difficulties have proved to be muc 
greater than I anticipated at the outset. If the task 
before me had been to find an organism in the blood, 
like that of relapsing fever or of anthrax, or an 
organism in the organs principally involved, as in 
typhoid fever, or leprosy, or glanders, or in the in- 
testine, as in cholera, the researches I have made 
could searcely have failed to be crowned with com- 
plete success. But this has not proved to be the 
case, and among the microorganisms encountered 
there is not one which by its constant presence and 
special pathogenic power can be shown indisputably 
to be the specific infectious agent in this disease. 

“If I have not succeeded in making a positive 
demonstration which will satisfy the exactions of 
science I have at least been able to exclude in a 
definite manner a majority of the microorganisms 
which I have encountered in my culture experiments, 
as well as those which various other investigators 
(Freire, Carmona, Finlay, Gibier) have supposed to 
be the specific cause of the disease.” 


The soundness of Sternberg’s work and 
the validity of his negative conclusions have 
been well established. Since his day numer- 
ous micro-organisms have been proposed, 
briefly accepted, then discarded. Sanarelli’s 
Bacillus icteroides, isolated in 1897, was in- 
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vestigated and rejected by American army 
doctors working under Sternberg’s direction. 
In 1898, C. B. Fitzpatrick proposed certain 
colitorm organisms as the causative agents; 
in 1900, H. G. Durham and Walter Myers 
reported from the Liverpool School of Tropi- 
cal Medicine their finding of a small bacillus 
in all the fatal cases they had examined. Of 
later claims, that of Seidelin for his Vara- 
plasma flavigenum and that of Hideyo No- 
guchi for his Leptospira icteroides were of 
longest vogue, but were discarded, like the 
rest, with the development of the modern 
doctrine that the causative agent of yellow 
fever is a virus, and one of the smallest 
known. 


In 1893, George M. Sternberg was ap- 
pointed Surgeon General of the Army and 
entered upon the manifold duties of that of- 
fice. Of his many achievements as Surgeon 
General, the only one that need concern us 
here is the part he played in sponsoring the 
work of Reed’s Yellow Fever Commission. 
Sternberg’s own investigations had cleared 
the field for Reed and his colleagues; Stern- 
berg directed Reed, Carroll, and Agramonte 
in researches on Sanarelli’s bacillus in the 
late 1890’s; and, in 1900, he personally 
selected the members of the Commission and 
supplied them with instructions for proced- 


.ure. The Commission undoubtedly derived 


great encouragement and benefit from the 
knowledge that their work was done under 
a chief so well equipped to comprehend the 
direction and significance of their re- 


searches. 


Henry Schuman Announces Extensive Series of 
Scientific and Medical Biographies 


Henry Schuman, known as a leading publisher of 
scholarly works in scientific and medical history in 
New York City, announces he will expand his pro- 
gram to include an extensive series of biographies 
and histories for young people, devoted mainly to 
the lives of leaders in science and medicine. The 
first volume will be a history of anesthesia by Dr. 
Victor Robinson, lecturer in the History of Medicine 
at Temple University, Philadelphia. Among other 
books in the series will be “A Life of Roger Bacon” 
by Professor Loren C. MacKinney of the University 
of North Carolina. 


Ten centimeter electro-magnetic waves, such as 
constitute radar pulses, apparently are harmless. 
This has been determined by intensive exposures of 
guinea pigs to this radiation at the Aero Medical 
Laboratory at Wright Field. The experiments are 
described in a report just made to the Office of the 
Surgeon General by Lieutenant Colonel Richard H. 
Follis, now of Duke University. 
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NEEDED — A MODERN CICERO 


Wherever people get together these days 
the name of John L. Lewis is almost certain 
to be mentioned. The epithets that are in- 
voked will vary according to the character 
of the assembly; but it is a model of under- 
statement to say that for the most part they 
are uncomplimentary. The wonder of won- 
ders is that the terrific pressure of public 
resentment has accomplished so little in 
ridding the country of this man’s dictator- 
ship. 

For a brief time it seemed possible that 
something might be done, when the leaders 
of the railroad strike were bluffed into com- 
ing to terms. It was soon found, however, 
that John Lewis was to be treated with more 
consideration. To an ordinary citizen, not 
versed in the intricacies of the law, it seems 
that the federal government and John Lewis 
came dangerously close to a _ conspiracy 
against the mine owners—and against the 
public—when the government seized the 
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mines and then, while acting as temporary 
owner, agreed to all that John Lewis hoped 
to gain from the strike. Before the mine op- 
erators can get their property back, they will 
have to agree to Lewis’ terms. 

This country needs—and needs badly—a 
modern version of Cicero, the Roman consul 
whose famous orations against Catiline 
forced that ancient Public Enemy Number 
One to give up his ambition to get control 
of the Roman Empire. The description of 
Catiline given in the WORLD BooOK ENCYCLO- 
PEDIA certainly fits our conception of Lewis: 
“Possessed of great physical strength and a 
lawless nature, with unscrupulous daring 
and inordinate ambition, it was natural that 
he should attempt to secure political promi- 
nence,” 

So far no one has arisen to crystallize the 
sentiment against Lewis’ ruthless domina- 
tion of this country. Is there not some mem- 
ber of the Senate or House with enough ora- 
torical ability to marshal the facts in the 
case and present them so forcibly that Lewis, 
like Catiline, will fiee the wrath of an 
aroused public? Or could it be that our law- 
makers are fearful of the votes that might 
be cast by the labor unions of the country? 
If so, let them recall that there are far more 
voters outside the union than within, and 
that this unorganized majority is getting 
very, very tired of being forgotten. It will 
gladly rally behind a real modern Cicero. 

* * * * 


LIGATE OR TIE? 


One of the greatest medical writers this 
country has yet produced, Oliver Wendell 
Holmes, left the medical profession much 
good advice in his volume of MEDICAL Es- 
SAYS. Perhaps his wisest admonition was 
that one should “never use a long word... 
where a short one would answer the purpose 
... there are professors in this country who 
‘ligate’ arteries. Other surgeons only tie 
them, and it stops the bleeding just as well.” 

This advice of Holmes was brought to 
mind by a recent article on “The Modalities 
of Bed Rest.” Neither a study of the article 
nor a consultation with both a medical dic- 
tionary and Webster’s latest and largest 
edition made clear the exact meaning of 
“modalities.” Dorland’s medical dictionary 
gives two definitions: “1. A homeopathic 
term signifying a condition which modifies 
drug action; a condition under which symp- 
toms develop, becoming better or worse. 
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2. A method of application of, or the employ- 
ment of, any therapeutic agent; limited 
usually to physical agents.’’ Webster gives 
the medical meaning as “Any of several 
agencies used in physical therapy; . . . also, 
any type of apparatus for applying such 
agencies.”’ None of these definitions seems 
to fit this article exactly. Apparently the 
author meant by “modalities” something like 
“conditions necessary to success”; but one 
can only guess at this meaning. 

The author’s ideas seem to be sound, but 
they are so clothed in long, clumsy words and 
phrases that the reader is apt to give up In 
despair. The following quotations are ex- 
amples : 


“Most authors have cireumspectly avoided apply- 
ing their generalizations to tuberculosis, yet to those 


in phthisiology it is challenging to reevaluate our 
concepts of bed rest in the light of such current 


skepticism.” 
“The group was regarded as requiring a domicil- 


iary rather than a therapeutic program, and when 
an exceptional recovery occurred, it was considered 


almost as an anomaly.” ; 

“Cavitation eccurs with notable predilection in the 
posterior portion of the chest.” —- 

It is easy to find fault, and this editorial 
is not intended as destructive criticism. Its 
aim is simply to call attention to the fact that 
we can express our thoughts most clearly by 
putting them into the simplest possible 
words. Let us remember that the Scripture 
warns against those who “speak great swell- 
ing words of vanity.” 


MORE ABOUT THE “NATIONAL 
HEALTH BILL” 


The hearings on the Wagner-Murray- 
Dingell Bill are now entering their third 
month. It must have been somewhat dis- 
couraging to the proponents of the bill to 
learn from a recent Gallup poll that 63 per 
cent of those questioned had never heard of 
it. Another disappointment must have been 
the response to the question, “If the Govern- 
ment handled a health insurance program do 
you think you would get better medical care 
or not as good medical care as you are now 
getting?” Only 32 per cent thought they 
would get better care. Twenty-three per cent 
thought they would get the same care, 35 
per cent not as good, and 10 per cent had no 
opinion. 

In last month’s NORTH CAROLINA MEDICAL 
JoURNAL, three reasons were given for the 
poor showing made by Senator Murray and 
his cohorts in the Senate Committee on Edu- 
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cation and Labor. These reasons were Sen- 
ator Taft’s denunciation of the bill on the 
first day of the hearings, the effective cross- 
examination of Murray’s witnesses by Sen- 
ators Donnell and Ellender, and the able rep- 
resentation from the American Medical As- 
sociation and the National Physicians Com- 
mittee. 

A fourth reason is perhaps most effective 
of all, though in a negative way. That is the 
tragically ineffective methods used by the 
federal government in dealing with the num- 
erous problems now confronting it. These 
need not be cited in detail, for they are only 
too familiar to every intelligent citizen. The 
inept handling of our foreign relations and 
our domestic affairs, the jittery nerves of 
those entrusted with the atomic bomb, and 
the threat that our nation alone has the 
secret of an even more ghastly weapon—a 
“bacterial bomb’’—are calculated to inspire 
more confidence in our government’s ability 
to create war and destruction than in its 
ability to promote peace and health. 

It is high!y probable that the average citi- 
zen will prefer to let the medical profession 
handle his medical problems rather than to 
entrust his present government with them. 


DR. TOM CARTER 
At the last meeting of the State Society 


“one of the most colorful figures present was 


that of Dr. Thomas L. Carter. Wherever he 
was seen, there was usually a group around 
him, and his infectious laughter could be 
heard above the rest. It is hard to realize 
that his dynamic life has been cut so tragic- 
ally short, but there is consolation in the 
thought that he would have chosen to go as 
he did, while engaged in active practice. 
Dr. Carter was one of the vice presidents 
of our State Society in 1942, and was a mem- 
ber of the committee appointed by the So- 
ciety in 1944 to collaborate with the physi- 
cian members of the Broughton Commission. 
Tom Carter was the embodiment of the 
spirit of general practice. He loved his pa- 
tients and they loved him. He served them 
well, and they repaid him for his service in 
innumerable ways. It is to be hoped that 
there will be many younger men who will 
follow in his footsteps and swell the ranks 
of the general practitioners, for these men 
will be sorely needed in the future. It would 
be hard for a young doctor to find a more 
worthy example to emulate than that of 


Thomas L. Carter. 
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CASE REPORTS 


CLINICO-PATHOLOGICAL 
CONFERENCE 


BOWMAN GRAY SCHOOL OF MEDICINE 
OF WAKE FOREST COLLEGE 


A 46-year-old veteran was admitted to the 
North Carolina Baptist Hospital on July 17, 
1945. He was disoriented, and the history 
was obtained from his family. 

In the past he had always been considered 
healthy. He had had headaches all his life 
and had consumed a large quantity of pro- 
prietary drugs containing bromides; his 
nickname in his home town was “the bromo 
kid.”’ 

The patient, upon his induction into the 
army, Was assigned to the Chemical Warfare 
Service and served in the South Pacific from 
March, 1943, to January, 1944. During this 
time he continued to have headaches and 
was in difficulty with the military author- 
ities because of the amount of bromides he 
was taking. He was in no battles and re- 
ceived no injuries, but was said to have con- 
tracted malaria; it is not known whether he 
took atabrine in suppressive doses. Upon 
his return from overseas he was assigned 
to a rubber plant in Alabama, where he 
worked until April, 1945. During this time 
the headaches became severe; the patient 
had an attack of “boils,” and his behavior 
became peculiar. Three months before ad- 
mission to this hospital he was given an 
honorable discharge from the army because 
of his age. 

His behavior became more and more ab- 
normal. Nine weeks before admission, he 
had a hard, shaking chill, and his mental 
symptoms became worse; there were no fur- 
ther chills or fever. The patient complained 
frequently of frontal headache and was ad- 
mitted to his local hospital, where a diagno- 
sis of bromidism was made. He improved 
sufficiently after ten days’ hospitalization to 
make a trip to Philadelphia and back. On 
his return home he developed a staggering 
gait, and was referred to this hospital for 
study. He had received no drugs other than 
small doses of phenobarbital and one dose 
of morphine just before admission. 

The family history revealed that the 
mother had died of a stroke; no psychiatric 
disturbances had occurred in any member 
of the family. The patient had never 
married. 
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Physical examination: The temperature 
was 99 F., the pulse 60, respiration 16, blood 
pressure 120 systolic, 80 diastolic. The pa- 
tient responded very slowly to questions and 
sometimes did not answer at all; at times 
his hearing seemed poor. The pupils were 
pin-point in size and did not respond to 
light, but after dilatation with homatropine 
the optic fundi were found to be entirely 
normal. The heart, lungs, and abdomen 
showed no abnormalities; the spleen was not 
felt. The neck was not stiff. Tendon reflexes 
were hyperactive and equal bilaterally; the 
left abdominal and left cremasteric reflexes 
were less active than the right. The Babin- 
ski sign was positive on the right and the 
Oppenheim sign was positive bilaterally, but 
no ankle clonus was present. No muscular 
weakness was elicited. The patient had a 
peculiar ataxic gait, walking with his weight 
well back on his heels; the Romberg test 
was positive. 

Accessory clinical findings: The hemo- 
globin was 14 Gm., the red blood cell count 
4,960,000, and the white blood cell count 
7,450, with a normal differential. Subse- 
quently the white blood cell count rose to 
14,800. The sedimentation rate was 1 mm. 
in an hour. The urinalysis, stool examina- 
tion, and Kahn test were negative. The blood 
bromides were found to be 25 mg. per 100 
cc.; the nonprotein nitrogen rose from 33 
to 61 mg. per 100 ec. The blood smears were 
negative for malaria. X-rays of the skull 
showed an area of decreased density over 
the occipito-parietal suture and another sim- 
ilar area in the body of the parietal bone; 
these were interpreted as possibly pacchion- 
ian lakes. The cerebrospinal fluid was clear, 
under 90 mm. of pressure, and contained no 
white blood cells and 375 red blood cells per 
cubic millimeter; the Pandy reaction was 
negative, with a quantitative protein of 60 
mg. per 100 cc. on the day of admission. The 
spinal fluid Kahn and collcidal mastic tests 
were negative; cultures under various con- 
ditions were sterile. 

Course in the hospital: The patient’s con- 
dition remained unchanged until four days 
after admission, at which time the tempera- 
ture began to rise. He became unresponsive 
to various stimuli and the respirations were 
slowed. The neck became rigid. A _ right 
lateral strabismus, bilateral Hoffman sign, 
and marked flaccidity of all extremities de- 
veloped. The Babinski sign became positive 
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bilaterally and the abdominal and cremas- 
teric reflexes could not be obtained. A lum- 
bar puncture revealed a pressure of over 
600 mm. of water, and the fluid was grossly 
bloody. Two days later, moist inspiratory 
rales developed over the right lung anteri- 
orly, and the patient was placed in an oxy- 
gen tent; an x-ray of the chest was negative. 
Tube feedings were begun. The tempera- 
ture gradually rose to 104 F. on the eighth 
hospital day. On July 25 bilateral arterio- 
graphy was performed by injection of the 
common carotid arteries; x-rays were re- 
ported as negative. On July 27 ventriculo- 
grams were attempted but were not satisfac- 
tory ; the left lateral ventricle appeared quite 
large, and little air was seen in the right 
ventricle. The skin was described as slightly 
jaundiced. The patient continued to run a 
downhill course, and died on the tenth hos- 
pital day. 
Discussion 


Dr. GEORGE T. HARRELL: In summary, this 
is the story of a 46-year-old veteran who de- 
veloped a fatal progressive illness of three 
months’ duration associated with the signs 
of a cerebral lesion. The past history is not 
significant, except for the fact that the pa- 
tient had taken bromides all his life. Did 
he take these because of an underlying psy- 
chiatric problem, or to relieve the pain of 
some chronic intercurrent disease? The 
“boils” he had while in Alabama may have 
been a skin eruption resulting from bromide 
intoxication. 

His present illness may have started with 
the attack of malaria which he had in the 
Southwest Pacific. The type of malaria 
(whether tertian or estivo-autumnal) is not 
known, and the details of the clinical course 
and the date of the infection are not given. 
Two to three months before admission, while 
working in a war plant in Alabama, he de- 
veloped the first definite symptoms of his 
fatal illness—severe headache and peculiar 
behavior. The fact that he worked in a rub- 
ber plant suggests the possibility of intoxi- 
cation from organic solvents or other indus- 
trial chemicals. The solvent used most fre- 
quently in the rubber industry is toluene. 

Nine weeks before admission the patient 
had a severe shaking chill, following which 
his mental condition became worse. The chill 
suggests an acute infectious episode, or some 
type of tissue destruction. At this time the 
localization of the headache is given as 
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frontal, but we have no details as to what 
side it was on, whether it occurred on aris- 
ing—when the intracranial pressure is ele- 
vated by the morning rise in blood pres- 
sure—, and whether it was bursting in type 
(which might indicate increasing intra- 
cranial pressure) or throbbing (which 
would suggest a vascular lesion). One week 
before admission he was well enough and 
sufficiently oriented to take a long trip and 
get safely home. Two or three days before 
admission the first localizing sign—stagger- 
ing gait—led to his referral to this hospital. 
We have no information as to whether the 
ataxia was worse at night and whether it 
was accompanied by unusual posture of the 
head, which might suggest an eighth nerve 
vestibular lesion. 


On admission the temperature was not ele- 
vated, but definite bradycardia was present. 
This slow heart rate may have been nor- 
mal for a healthy individual who had just 
been doing strenuous work in the army and 
in a war plant, or it may have been evidence 
of increasing intracranial pressure. The nor- 
mal blood pressure and respiratory rate do 
not suggest any increase in intracranial 
pressure. The fundi, described as negative, 
would point away from a lesion producing 
increased intracranial pressure. The appear- 


.ance of rales in the right anterior portion 


of the chest some time after admission sug- 
gests the development of a pulmonary lesion. 
The most common would be a _ hypostatic 
pneumonia, but in this condition the signs 
are present posteriorly. The subsequent neg- 
ative chest x-rays would be consistent with 
bronchiectasis, which might show nothing on 
the x-ray plate but might give transient phy- 
sical signs. The absence of a palpable spleen 
is an important sign in the differential diag- 
nosis of malaria. 

The neurologic examination is very con- 
fusing. No motor weakness was detected on 
admission, but later a right lateral strabis- 
mus, suggesting paralysis of the third right 
nerve, was noted. The sudden onset of flac- 
cidity of all the extremities suggests a mas- 
sive, sudden change in the central portion of 
the motor tracts. The reflexes were hyper- 
active, indicating a lesion of the upper motor 
neurone. In people who do not have lax ab- 
dominal walls as a result of repeated preg- 
nancies or excessive weight loss, the abdom- 
inal reflex is one of the most important in 
the body. In evaluating neurologic signs it 
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is important to compare the right side with 
the left side, and the upper and lower ex- 
tremities with the face and trunk. The right 
abdominal reflex is described as present, the 
left as absent. The cremasteric reflex was 
more active on the right. The Babinski sign, 
however, is described as positive on the 
right, negative on the left. The fact that no 
clonus was present indicates that the lesion 
involving the pyramidal tract had not pro- 
gressed far enough to give this confirmatory 
sign. Later both abdominal and both cremas- 
teric reflexes were absent, and the Hoffman 
and Babinski signs were positive bilaterally, 
indicating upper motor neurone lesions in 
both the right and left sides. No details of 
the patient’s ability to coordinate are given. 
The ataxic gait and positive Romberg sign 
may have been due to a lesion in the cere- 
bellum or in the basal ganglia, or to inter- 
ference with proprioceptive fibers in the 
peripheral nerves or spinal cord, so that im- 
pulses for position sense were not received 
by the brain. Cerebellar lesions are common- 
ly associated with weakness or hypotonia, 
but no motor weakness is described in the 
patient. Cerebellar lesions are frequently 
accompanied by nystagmus, but this was ap- 
parently not present. Basal ganglia lesions 
frequently cause stiffness of the peripheral 
musculature with cogwheel or ratchet-like 
rigidity, but this is not described. On the 
basis of the physical examination, the type 
of ataxia and the location of the lesion can- 
not be ascertained. 

No notes are given on the results of the 
sensory examination. Since the patient was 
mentally confused throughout the course of 
his illness, however, any sensory examina- 
tion, which depends upon subjective obser- 
vation and complete cooperation of the pa- 
tient, would be worthless. A hint that the 
patient may have been deaf is given, but the 
deafness is not referred to either ear, and 
there was no note of a Weber test or of air 
and bone conduction studies. If the history 
contained a definite statement concerning 
the presence or absence of tinnitus and if 
the suspicion of deafness had been confirmed 
or refuted by objective neurologic signs, the 
differential diagnosis would be much easier. 

The accessory clinical data give little help. 
The absence of anemia and the normal white 
cell count would point away from malaria 
as the etiologic agent. The subsequent in- 
crease in the white cell count to 14,800 would 
suggest an infectious process, but the sedi- 
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mentation rate of 1 mm. per hour does not 
indicate great tissue destruction. The spinal 
fluid proteins are within the range of error 
in performance of the procedure, and give 
no aid. The most important observation is 
the repeated finding of grossly bloody spinal 
fluid after the sudden change in neurologic 
signs. The negative chest x-ray has been 
discussed. The decreased areas of density 
noted in the plain films of the skull are prob- 
ably of no etiologic significance. The fact 
that arteriograms were negative does not in- 
dicate that no vascular tumor was present, 
but merely tells us that none was demon- 
strated. The presence of an enlarged left 
lateral ventricle points to an obstruction to 
the passage of cerebrospinal fluid below this 
point. The failure of air to pass over to the 
right side suggests a lesion which filled the 
ventricular space and did not allow air to 
pass in. This possibility would be confirmed 
if the ventricles were displaced, but there is 
no statement concerning their positions. 


The course is clear. The patient was ad- 
mitted on July 17. The rise of temperature 
on July 21, accompanied by slow breathing 
and the development of a stiff neck, suggests 
meningeal irritation and increasing intra- 
cranial pressure. Rales were heard in the 
chest for the first time on July 23, and jaun- 
dice was first noted on the day the patient 
died—July 27. The jaundice may have been 
due to liver damage or to the absorption of 
a large amount of blood pigment from 
hemorrhage somewhere in the body; there is 
evidence of hemorrhage in the subarachnoid 
space, but absorption from this area is 
usually poor and rarely gives signs of jaun- 
dice. 

Anutomically, the patient had an upper 
motor neurone lesion, but the exact side and 
site cannot be stated from the evidence pre- 
sented. The psychiatric disturbances point 
toward the frontal lobes. In a right-handed 
person, the absence of speech defect would 
suggest a lesion in the right frontoparietal 
region. The ventriculograms also point to 
this region. The lesion must have been near 
the midline, since both the right and left 
tracts were later involved. There is also evi- 
dence of a lesion involving the brain stem 
from the level of the third to the eighth 
nerve, and affecting the respiratory and car- 
diac centers. Strabismus resulting from 
simple increase in intracranial pressure is 
usually internal rather than lateral, because 
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it produces pressure on the sixth peripheral 
nerve. The findings do not suggest one of 
the commonly recognized syndromes associ- 
ated with a lesion of a particular vascular 
structure. Meningeal signs suggest involve- 
ment of the subarachnoid space. 

Etiologically, the patient obviously had 
had some vascular accident. Cerebral aneu- 
rysm is a common vascular lesion leading 
to subarachnoid hemorrhage. When the 
aneurysm leaks and laminated clots form, 
the lesion may assume considerable size. A 
frequent site of aneurysm is the cerebello- 
pontine angle, where pressure might give 
ataxia and simulate the neurologic findings 
in this case. Cerebral aneurysms usually be- 
come evident in the second and third decades 
of life. The absence of marked deafness or 
a history of tinnitus would favor an aneu- 
rysm in this site rather than a tumor of the 
eighth nerve. A tumor of the cerebellopon- 
tine angle usually gives signs of increasing 
intracranial pressure visible in the eye- 
grounds and is preceded by a history of tin- 
nitus and deafness. 


Sudden changes in the clinical condition 
are frequently of vascular origin. The sud- 
den change in this patient may have been due 
to a deep hemorrhage which worked its way 
to the surface. 

It is known that infections due to plas- 
modium falciparum (estivo-autumnal ma- 
laria) wiil frequently give cerebral symp- 
toms. Cerebral malaria, however, occurs 
with an initia! infection, and usually in the 
first three days of infection. The parasitized 
red cells become sticky and agglutinate in 
capillaries, without forming true thrombi, 
and cause marked lesions from the resulting 
anoxia. The acute and chronic “malaria 
granulomata” are indistinguishable from le- 
sions of other cause which result in con- 
tinued anoxia. Because of the time relation- 
ships, the findings in this patient could not 
be due to acute cerebral malaria. The psy- 
chiatric or neurologic findings which follow 
cerebral malaria and are secondary to vas- 
cular damage, anoxia, necrosis, scarring, and 
atrophy are not well understood. It is quite 
likely that many cases considered as pure 
psychoneuroses may have an organic basis 
in an old plasmodium falciparum cerebral 
infection. 

The rising temperature suggests infection. 
Tuberculous meningitis would rarely run a 
course of this length, and the findings in the 
chest would tend to rule it out. A space-con- 
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suming intracranial lesion may be an ab- 
scess. Intracranial abscesses are usually 
metastatic from a focus of infection else- 
where. One of the most common of such 
foci is bronchiectasis, which has been sug- 
gested by the changing physical signs in the 
absence of x-ray evidence of infection. By 
far the greater number of intracranial ab- 
scesses, however, occur in the cerebellar and 
temporal areas of the brain, whereas this 
lesion apparently was in the frontoparietal 
region. 

The most probable cause of increasing in- 
tracranial pressure in this patient is a tumor 
of the brain. Rapidly growing tumors result 
in vascular invasion with secondary hemor- 
rhage more frequently than do slowly grow- 
ing tumors. Such a sequence of events ap- 
parently occurred in this patient. The most 
common primary intracranial tumor at the 
age of 45 is glioblastoma multiforme, which 
is also the most common tumor occurring in 
the frontoparietal region. Rapidly growing 
tumors in patients of this age group are very 
often metastatic from carcinoma elsewhere 
in the body. The most usual primary site 
would be the bronchus; this patient had 
physical signs in the lung but no x-ray evi- 
dence cf bronchogenic carcinoma. Tumors 
from other sites may also metastasize to the 
brain, but no hint of their presence is given 
by the record. 

Dr. Harrell’s diagnosis 

Rapidly growing right frontoparietal pri- 
mary tumor (glioblastoma multiforme) with 
fatal hemorrhage into the tumor. 

Dr. J. MAXWELL LITTLE (PHARMACOL- 
OGIST): With regard to the question as to 
whether or not the signs and symptoms ex- 
hibited by this man could be caused by con- 
tinued bromide administration, it is certain 
that many of them are seen in chronic bro- 
mide intoxication—for example, ataxia, 
fever, somnolence, positive Babinski, and 
diminished or absent superficial reflexes. 
However, I know of no evidence that such 
signs and symptoms ever persist after the 
blood bromide concentration has fallen to 
the level shown here on admission. 

Dr. WILLIAM A. WOLFF (TOXICOLOGIST) : 
The fact that this man worked in a rubber 
plant raises the possibility of occupational 
exposure to benzene, toluene, and chlori- 
nated hydrocarbons. A diagnosis must rest 
on (a) proven exposure to toxic quantities 
of such a solvent, and (b) a clinical picture 
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typical for one of these solvents. There is no 
direct evidence of exposure. The history and 
clinical picture do not show marked anemia, 
hemorrhagic tendency, acute hepatitis, or ne- 
phritis following employment. Furthermore, 
the cerebral lesions suggested by the clinical 
picture are extremely rare following ex- 
posure to this type of solvent. Occupational 
poisoning is very improbable in this case. 


Anatomie Discussion 


Dr. W. C. THOMAS: A friable, gray, and 
hemorrhagic tumor mass was found in the 
roof of the fourth ventricle. This almost 
completely replaced both superior cerebellar 
peduncles. The fourth ventricle and the sub- 
arachnoid space contained much fresh blood, 
which apparently arose from hemorrhage in- 
to the tumor. On microscopic examination 
the tumor presented the structure of a 
glioblastoma multiforme. 


Anatomic Diagnosis 


‘Glioblastoma multiforme of the roof of the 
fourth ventricle, with bleeding into the sub- 
arachnoid space. 


CASE REPORTS FROM THE 
TUMOR CLINIC 


NORTH CAROLINA BAPTIST HOSPITAL 
Case 16 


Mrs. I. C., a 54-year-old housewife, was 
admitted to the surgical service of this hos- 
pital with the complaints of a sore throat 
and dysphagia. Her present illness began 
five months prior to admission when, after 
“choking on a piece of fried chicken,” she 
experienced difficulty in swallowing for 
about three days. One month later she had 
a severe sore throat, following which her 
dysphagia returned. At the same time she 
also began to notice slight pain on swallow- 
ing, and a small lump gradually appeared 
in the right anterior region of her neck. 
Various forms of local therapy were _ pre- 
scribed, but her symptoms became progress- 
ively worse. Four weeks prior to admission 
her dysphagia had increased to the point 
that she was unable to eat anything except 
liquids and small bits of very soft food. At 
this time she underwent various studies at 
another institution, where a bit of tissue 
from her throat was examined. She was told 
that she had a tumor and was referred to 
this hospital for further diagnosis and treat- 
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ment. During the five-month period of her 
illness she had lost approximately 16 pounds 
in weight. 

The past, family, and social histories were 
essentially negative. 

On physical examination the temperature 
was found to be 98.6 F., the pulse 76, respir- 
ation 18, blood pressure 132 systolic, 88 dias- 
tolic. The patient was undernourished and 
appeared to be about ten years older than 
her stated age. She was mildly apprehen- 
sive, but in no acute distress. Positive phy- 
sical findings were limited to the head and 
neck. In the lower right cervical region, 
just above the clavicle, a movable mass 
measuring approximately 5 cm. in diameter 
was palpated. It extended upward to the 
ericoid cartilage, where it faded out grad- 
ually into normal tissue. There was slight 
tenderness to deep pressure over this mass, 
and its consistency appeared to be rather 
firm. The right lobe of the thyroid was dis- 
placed anteriorly. There were no palpable 
regional lymph nodes. Examination of the 
pharynx by endoscopy revealed a mass ex- 
tending up along the anterior wall of the 
esophagus to involve the posterior portion 
of the larynx and the hypopharynx. The 
vocal cords were not involved. 

Accessory clinica] findings were as fol- 
lows: Several urinalyses were normal. The 
hemoglobin was 10 Gm., red blood cells 3,- 
200,000, white blood cells 6,450, with a nor- 
mal differential. The serum Kahn was nega- 
tive, the nonprotein nitrogen 35 mg. per 100 
cc., the fasting blood sugar 86 mg. per 100 
cc., the carbon dioxide combining power 55 _ 
volumes per cent. Total serum proteins were 
6.2 Gm. per 100 cc., and chlorides 572 mg. 
per 100 cc. X-ray visualization of the swal- 
lowing function revealed an irregular filling 
defect in the upper third of the esophagus 
opposite the sixth cervical vertebra, measur- 
ing about 3 em. in length. A confluent soft 
tissue mass was also noted in the right side 
of the neck at the level of this lesion. It ap- 
peared from the x-ray study that the patient 
had an organic lesion of the upper third of 
the esophagus, probably a malignant tumor. 
The biopsy specimen which had previously 
been taken proved to be squamous cell carci- 
noma. 

.The patient was presented to the Tumor 
Clinic for an opinion regarding the manage- 
ment of her case, and it was decided to at- 
tempt a multiple-stage total laryngectomy 
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and partial esophagectomy, with a subse- 
quent skin tube-flap reconstruction of the 
defect. Prognosis was deferred until after 
the operative procedure. 

The patient was suitably prepared with 
transfusions and supportive therapy, and the 
proposed surgical procedure was carried out. 
She withstood the extensive operation well, 
and it was thought that all tumor-bearing 
tissue had been removed. Following a rea- 
sonablv smooth convalescence she was pre- 
sented again to the Tumor Clinic for further 
evaluation. 


Tumor Clinie Discussion 


PATHOLOGIST: Grossly, the operative 
specimen consisted of a small portion of thy- 
roid tissue, the larynx, the hypopharynx, 
and the upper 3 inches of the esophagus. 
The lesion was a constricting, ulcerating 
mass involving 1 inch of the anterior wall 
of the esophagus and extending up to the 
base of the hypopharynx. Microscopically 
the lesion was seen to be squamous cell car- 
cinoma with definitely formed epithelial 
pearls. It was equivocal whether or not the 
lesion had been amputated through tumor 
tissue. 

SURGEON: The operation consisted in a 
total iaryngectomy, excision of a portion of 
the right lobe of the thyroid gland, and the 
removal of the upper 3 inches of the esoph- 
agus. The tumor mass did not seem to in- 
filtrate the surrounding tissue, and no adja- 
cent nodes were detected. If either situation 
had existed, excision of the lesion would not 
have been attempted. The ends of the esoph- 
agus and trachea were brought to the sur- 
face of the wound, and a tracheotomy tube 
was inserted. From the left side of the neck 
we mobilized a large flap of skin, reflected 
it across the midline, and anchored it to the 
prevertebral fascia posteriorly, to the esoph- 
agus below, and to the stump of the pharynx 
above. The skin tube will be closed anteri- 
orly at a second stage, thus completing the 
esophageal reconstruction. In addition, she 
will be fitted with a more permanent type of 
tracheotomy tube and probably with a voice 
box which will allow her to speak. We would 
have preferred to excise an additional inch 
or two of the distal stump of the esophagus, 
since little or no normal tissue remains be- 
low the edge of the specimen. However, this 
procedure would have necessitated splitting 
the sternum and would have left too short 
an esophagus to complete the reconstruction. 
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Therefore, this patient certainly should have 
postoperative irradiation. 

I would like to refer you to the work of 
Wookey", who has had several patients with 
similar conditions who are living from three 
to five vears after operation. His work en- 
couraged us to go ahead with the procedure 
on this patient. 

RADIOLOGIST: I agree that the patient 
should have postoperative irradiation. This 
should be deferred, however, until all the 
skin tubing and skin grafts have been well 
fixed with an adequate blood supply. Skin 
grafts with a well established blood supply 
stand irradiation therapy almost as well as 
does normal skin. 


Tumor Clinie Opinion 


Recommendation: Postoperative radiation 
after the completion of the plastic operation 
on the neck. 

Prognosis: Good. 

Credit: (1) Diagnosis before widespread 
invasion. (2) Location of lesion in a surg- 
ically accessible situation. 


Follow-Up Note 


Subsequently, in spite of difficulty with an 
esophageal fistula, the construction of an 
epithelium-lined tube connecting the phar- 
ynx with the middle third of the esophagus 
Was completed. The site of operation was 
then subjected to a maximal amount of 
radium therapy. At the time of her dis- 
charge the patient seemed to be in good con- 
dition, and was taking soft foods and liquids 
with ease. She was instructed to return home 
and to visit the Outpatient Clinic at monthly 
intervals for follow-up. 

The patient has been followed closely 
throughout the fifteen months since her op- 
erative procedure. She continues to have a 
moderate amount of difficulty in regaining 
proper swallowing function. Her dysphagia 
now appears to be due to scar formation at 
the operative site. Intermittent esophageal 
dilatation was employed for several months, 
but recently it seemed advisable to perform 
a gastrostomy so that retrograde bougienage 
could be carried out. She is now able to 
swallow fairly well, and it is hoped that 
eventually the dilatation will be permanent. 
Biopsy of a specimen taken from the oper- 
ative site fails to show a recurrence of the 


tumor. 
1. Wookey, H.: Surgical Treatment of Carcinoma of the 
Pharynx and Upper Esophagus, Surg., Gynec., and Obst. 


75:499-506 (Oct.) 1942, 
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MEDICOLEGAL ABSTRACT 


J. F. OWEN, M.D., LL.B. 
RALEIGH 


DEAD BopIEs: Between father and 
mother, the father has preferential 
right of action for mutilation of 
child’s body. The authority to bury a 
dead body is generally treated as 
quasi property right. 

This is an account of an action instituted 
in superior court to recover both compensa- 
tory and punitive damages from the defend- 
ant, a university hospital, for the alleged 
wrongful and willful mutilation, by an un- 
authorized autopsy, of the dead body of the 
child of the plaintiffs. 

The records show that the hospital, 
through its agents, caused an autopsy to be 
performed upon the child in question, with- 
out obtaining permission. In this case, it 
would have been necessary to obtain author- 
ity from the father, as he was the natural 
guardian. 

This action was originally instituted in 
the name of the father, but when the cause 
came up for trial the judge ordered the 
mother to be made a party to the suit. The 
plaintiffs were given thirty days in which to 
file a new and joint complaint, and the de- 
fendant hospital was allowed thirty days 
after the filing of said complaint to file an 
answer or demurrer. When the case came up 
for trial the defendant demurred to the joint 
complaint, alleging that there was no cause 
of action set forth in the complaint. The 
demurrer was sustained with reference to 
the mother, but the allegation that the father 
had no cause of action was overruled, 

The plaintiffs appealed to the Supreme 
Court. This tribunal stated that the right to 
bury a dead body is generally treated as a 
quasi right of property. The court stated 
further that the father is primarily liable for 
the support, maintenance and education of 
the child; he is entitled to its services and 
earnings; and the right of action for injury 
to the person of his child belongs primarily 
to the father and rests upon the doctrine of 
compensation. The court stated in conclu- 
sion that the father’s relation to the child 
and the consequent duties imposed upon him 
by law are of such a character as to clothe 
him with a preferential right of action. 
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The judgment of the superior court was 
affirmed. The ruling in this instance gave 
authority for the father to sue alone, as the 
mother in such cases is not considered to 
have a cause of action. 

Regarding the securing of permission for 
autopsies, the law requires that authority be 
obtained from the surviving spouse or the 
next of kin. In instances such as the above, 
when both parents are alive, the father’s 
permission and his alone would be necessary 
to make the procedure legal. If only the 
mother is living, she becomes the natural 
guardian and the logical person to assume 
such responsibilities. When there is any 
doubt as to the determination of the degree 
of relationship, legal advice should be sought. 
In cases where there are several of equal de- 
gree of kinship who are qualified to author- 
ize an autopsy, care should be exercised un- 
less all are agreeable to the procedure. In 
the event that some are opposed it is often 
for the best interest of all concerned to fore- 
go the postmortem examination, in order to 
insure future peaceful family relationships 
and to obviate the possibility of a malprac- 
tice suit based upon other grounds than fail- 
ure to secure legal permission. (Supreme 
Court of North Carolina, V. 163, S.E. Re- 
porter, p. 698.) 


Radio Series Dedicated to Medical Profession 
Opens over CBS June 4 


Development of wider public understanding and 
appreciation of the contribution made by the medical 
profession and by medical research to the world’s 
health and welfare is the objective of a new series 
of radio programs inaugurated over the Columbia 
Broadcasting System on Tuesday, June 4, at 9:30 
p.m., Eastern Daylight Saving Time. 

The half-hour program, known as “Encore 
Theater”, presents radio dramatizations of famous 
films, novels, and biographies, dealing with medi- 
cine’s immortals, as well as with the work, achieve- 
ments and struggles of thousands of members of 
the medical profession who, although by-passed by 
fame, daily are making substantial contributions to 
the prevention and cure of disease, often at great 
personal sacrifice. Sponsor of the program is Schen- 
ley Laboratories, Inc., which for the past two years 
has sponsored a somewhat similar program dedi- 
cated to the medical profession, “The Doctor 
Fights”. 

The programs are designed to underline the 
scientific achievements of the medical profession, 
while stressing the human warmth and sympathy 
which often prompts members of the profession to 
sacrifice health and even personal life in order to 
serve others. 
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TUBERCULOSIS ABSTRACT 


TUBERCULOSIS ABSTRACTS 
A Review for Physicians 


ISSUED MONTHLY BY THE NATIONAL TUBERCULOSIS ASSOCIATION 


VoL. XIX 


JUNE, 1946 


No. 6 


HE PHYSICIAN in general practice is frequently asked to determine which of the 
lesions uncovered by X-ray are active and need treatment and which are non-active and 
need only careful watching. To the private physician also comes the patient newly home 
from the sanatorium asking for guidance during the critical period following his hospital 
discharge. These difficult and delicate decisions call for the highest diagnostic and thera- 
peutic skill. Unless they are made promptly and well, the control of tuberculosis will 


never become a reality. 


DIAGNOSIS AND POSTSANATORIUM CARE 
IN PULMONARY TUBERCULOSIS 


Familiarity with tuberculosis if it has not 
bred contempt has led at least occasionally 
to oversight on the part of physicians who 
have been lulled into complacency by the de- 
clining death rate. An occasional review of 
a disease, even so familiar a one as tuber- 
culosis, helps to focus attention upon it. Two 
cases illustrate this point. 

In the first case, a woman came to the 
sanatorium after having had a cough for an 
extended period of time. She had consulted 
her physician because of this cough and had 
even suggested tuberculosis. This possibility 
was ignored. After some months she con- 
sulted another physician. A diagnosis of 
tuberculosis was made at once. By this time 
her tuberculosis was very far advanced. 

In the other case, a patient had consulted 
a reputable doctor for a like complaint and 
had requested a sputum examination. This 
doctor, likewise, was reluctant to consider 
such a possibility. After several months the 
woman consulted another physician and a 
sputum sample was obtained. Tubercle bacil- 
li were present and the patient was admitted 
to the sanatorium. 

It is desirable to refer patients back to 
their original family physicians after they 
are ready to leave the sanatorium, but it be- 
comes difficult, if not impossible, in such 
cases. 

Diagnosis. Diagnosis of tuberculosis may 
be reviewed very briefly before passing on 
to postsanatorium treatment. In the diagno- 
sis of tuberculosis the Mantoux test, prefer- 
ably using P.P.D., is very reliable. A nega- 
tive test means that the patient has not had 


tuberculosis or, as infrequently happens, has 
healed a tuberculosis by calcification so that 
all tubercle bacilli are killed. In a very far 
advanced, very active disease, the test will 
be negative occasionally. A positive test 
means that at some time the patient has had 
an active tuberculosis. It will not indicate 
whether or not the disease is now active nor 
in what part of the body it is located. 

A clinical history is essential in a diagno- 
sis of pulmonary tuberculosis. Only one or 
two symptoms may be present, however, and 
a patient can have an active disease that is 
practically asymptomatic. Our old classic 
symptoms of pulmonary tuberculosis consist 
of afternoon fever, loss of weight, loss of 
strength, night sweats, cough, hemoptysis 
and dyspnea, usually with an increased pulse 
rate. Any of these symptoms, particularly a 
persistent cough, demands a very careful 
examination for tuberculosis including an 
X-ray of the chest. 

Results of physical examination will vary 
greatly, depending on the location and ex- 
tent of the lesion. Unfortunately, only posi- 
tive findings can be relied upon. 

For X-ray examination the 14”x17" stereo 
plate is the one to be desired. The 14’x17" 
single plate is fairly reliable but not as ac- 
curate as the 14”x17” stereo. The miniature 
film is used mainly for mass survey work 
and is not reliable as the sole diagnosis in a 
given case of tuberculosis. 

In laboratory examination of sputum, the 
direct smear is unreliable, unless the organ- 
isms are found. In case the organisms are 
not found, examination of the concentrated 
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sputum (or fasting gastric contents) should 
be made. The culture is more reliable than 
the concentrate examination while guinea 
pig inoculation is of still more value. A 
single negative sputum is not reliable. A pa- 
tient with a far advanced tuberculosis, even 
with cavity formation, may have a consist- 
ently negative sptum. The blood count is not 
a reliable diagnostic aid, although there is 
usually an increased white count with some 
disturbance in the differential. The monocyte 
count is increased. It is impossible to use 
this, however, as a differential diagnostic 
base. Sedimentation rate is usually increased 
and may run as high as 150. 

On differential diagnosis atypical pneu- 
monias may be rather difficult to rule out, 
particularly in the case of an active tubercu- 
losis with a negative sputum. However, an 
atypical pneumonia is more frequently found 
in the lower portion of the lung field. Bron- 
chiectasis is usually located in the lower por- 
tion of the lung field near the mediastinum 
and can be confirmed by lipiodol visualiza- 
tion. 

The metastatic malignant tumors are 
usually rather easy to recognize. The occa- 
sional gelatinous tuberculous infiltrate may 
resemble a metastatic nodule. The original 
malignancy frequently may be detected in 
some other portion of the body. A broncho- 
genic type of malignancy usually differs 
quite markedly on the X-ray from a tuber- 
culous infiltration. Non-malignant tumors 
are usually easily differentiated from a tu- 
berculosis. Boeck’s Sarcoid somewhat re- 
sembles tuberculosis and is usually in the 
mid-portion of the lung field. Sputum is neg- 
ative and the Mantoux is likewise negative. 
A bronchitis usually presents no _ radio- 
graphic findings except for slightly increased 
markings and is usually in the lower portion 
of the lung field. Cardiac involvement shows 
a marked increase in the transverse diam- 
eter of the heart. The fungus infections are 
usually discovered easily on sputum exami- 
nation. The various types of pneumoconiosis 
are frequently seen in mining communities. 

Postsanatorium Treatment. All patients 
should be kept at the sanatorium until 
they have had at least two hours’ walking 
exercise daily for a period of two months. 
Their sputum must be consistently negative 
and the X-ray must show regression of the 
lesions. The patient must be afebrile. Treat- 
ment at home will depend on the treatment 
given at the sanatorium. Suggested treat- 
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ment at home for the patient who has re- 
ceived no collapse therapy should include two 
hours of rest in the morning and two hours 
in the afternoon. The rest periods should be 
observed strictly at the same hours each day. 
It is important to have the patient retire at 
the same early hour each night. If the pa- 
tient stays up until midnight some nights, 
it is impossible to regain what has been lost, 
even were he to stay in bed the entire next 
day. 

With only two hours’ walking exercise, no 
work is to be attempted. It is usually pos- 
sible to increase the walking exercise about 
ten minutes a week. Sputum and X-ray ex- 
aminations should be secured at three-month 
intervals. When a patient with pneumo- 
thorax is discharged from the sanatorium 
the above treatment will be supplemented 
by pneumothorax refills at intervals. The 
length of time between refills and the 
amount of air at each refill will vary depend- 
ing on the rate at which the patient absorbs 
the air and on his activity. This can be de- 
termined only by close observation of the 
patient and fluoroscopic examination or X- 
rays at frequent intervals. A patient with 
a phrenic, thoracoplasty, or a paraffin pack 
requires the same postsanatorium treatment 
as the patient without any collapse therapy. 
A patient with an extrapleural pneumo- 
thorax requires the same care as the patient 
with an intrapleural pneumothorax. 

Diagnosis and Postsanatorium Care in 
Pulmonary Tuberculosis, W. L. Meyer, M.D., 
The Journal-Lancet, December, 1945. 


Tuberculosis—a pandemic, infectious disease that 
claimed 55,000 lives in 1944 commands the immedi- 
ate attention of all the people of this country. Its 
eradication will lag just in proportion to the ignor- 
ance, carelessness, and apathy of the population. 
The fact that the death rate was only one-fifth of 
that prevailing fifty years ago is scant cause for 
complacency in the light of that needless toll of 
wasted lives. The further consideration that there 
are at least 500,000 actual or potential spreaders 
of infection scattered throughout the country is still 
less reassuring. The menace is not lessened by the 
fact that the major portion of these are either un- 
recognized or under insufficient observation.—Ken- 


dall Emerson, M.D. 


The quack is born, not made. The quack is a quack 
because he feels in himself the power to cure. That 
is why he is a quack. And he says, with assurance, 
“Speak.” Or he says, with assurance, “Raise your 
arm.” And if the man is hurt in a structural way 
the quack, not being a scientific person, does not 
notice his failure but goes on to another success, 
so never has his confidence been mutilated.—Foster 
Kennedy: War Neurosis as It Is Related to Psycho- 
somatic Medicine, New York State J. Med. 45:2287 
(Nov. 1) 1945. 
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CORRESPONDENCE 


To the editor: 


Dr. Neese’s article on “Caudal Analgesia” 
which appears in this issue has been re- 
ferred to me for reply by the Maternal Wel- 
fare Committee of the State Medical Society. 
I sincerely hope that all the physicians in 
this state have the same desire for scientific 
fairness that he has expressed. 


To make my position clear, I want to say 
that I have used caudal analgesia since Jan- 
uary, 1943, and have observed over 250 
cases. I still use it in approximately 25 per 
cent of my patients, and feel that it is a de- 
finite contribution to the obstetrician’s arma- 
mentarium. The initial enthusiasm with 
which the procedure was greeted has waned 
somewhat in recent years. As Dr. Hingson 
says in his book, CONTROL OF PAIN IN CHILD- 
BIRTH, “Almost immediately both medical 
and non-medical writers of the lay press 
seized upon the scientific reports to the pro- 
fession of this work with such an acclaim 
and blast of trumpets that both the lay pub- 
lic and the by-standing physician have be- 
come the victims of distortions, misrepresen- 
tations, and literary salesmanship.” 

Continuous caudal analgesia has now 
taken its proper place among the various 
methods used for reduction or prevention of 
pain during childbirth. As yet no ideal ob- 
stetric analgesic has been found. Such an 
agent should fulfill at least six requirements : 


(1) It should be universally applicable. 

(2) It should be relatively inexpensive. 

(3) It should be easily administered. 

(4) It should have no deleterious effect 

on the forces of labor. 
(5) It must not be dangerous to the 
mother. 

(6) It must not endanger the infant. 

General use of the continuous caudal tech- 
nique is limited by a number of factors. In 
the first place, it is definitely not a proced- 
ure to be used either in the home or in an 
incompletely equipped hospital. Approxi- 
mately 70 per cent of all deliveries occur 
under these two circumstances. Since tech- 
nical and obstetric contraindications are said 
by Hingson to be present in 40 per cent of 
the women delivered in modern, well-staffed 
maternity units, only 18 per cent of all de- 
liveries could be considered suitable for 
caudal analgesia. At the present time, Hing- 
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son estimates that less than 1 per cent of ob- 
stetric patients are actually receiving it. 
Listed below are the obstetric and technical 
eontraindications and the approximate inci- 
dence of their occurrence. 

1. Precipitate labor or patients in the 
terminal portion of labor, 10 per cent 

2. Apprehension or fear of the procedure, 
10 per cent 

3. Deformities or disease of the spine or 
central nervous system, including syphilis, 
10 per cent 

4, Obesity, 3 per cent 

5. Local infection, 2 per cent 

6. Profound anemia and dehydration, (?) 
per cent 

7. Obstetric complications, 5 per cent 

a. Placenta praevia 

b. Premature separation of the placenta 
c, Cephalopelvic disproportion 

d. Unengaged head in a primipara 

e. Monstrosities and known fetal death 

8. Sensitivity to the anesthetic agent 

One of the least desirable features of con- 
tinuous caudal analgesia is its effect on the 
forces of labor. First, the perineal reflexes 
are obliterated, so that the secondary abdom- 
inal forces are not stimulated; and second, 
the tone of the pelvic floor is relaxed, with 
a resultant increase in the number of trans- 
verse arrests and posterior occiput positions. 
The possibility of such occurrences obviously 
means that the obstetrician must be more 
skilled and better trained. Occasionally the 
anesthetic level will rise as high as the third 
or fourth thoracic vertebra, blocking the 
motor impulses, and rendering the uterus 
atonic. 

In comparing Dr. Hingson’s mortality rate 
in 150,000 deliveries with the over-all ma- 
ternal mortality in the country, one should 
remember that the 30 deaths in his series do 
not include deaths which occur prior to la- 
bor, such as those associated with abortions 
and ectopic pregnancies; deaths which occur 
in the home; or deaths which occur in pa- 
tients presenting the previously mentioned 
contraindications to caudal analgesia. The 
Same considerations apply to infant mortal- 
ity. Hingson’s anesthetic death rate of 1: 
15,000 is to be compared with an anesthetic 
mortality of 1:20,000 in a series of 43,000 
patients at the New York Lying-In Hospital. 

On the other side of the ledger, caudal 
analgesia has many very desirable features. 
When successfully administered, it affords 
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complete relief of pain during labor and de- 
livery. The analgesic cannot be used too 
early in labor, however, since a great many 
failures occur if the caudal analgesia is in 
effect for eight hours or longer. 

The newborn infant is lively and in most 
cases cries immediately. The mother, being 
awake and alert, may see her baby very 
shortly after birth. 

As a rule, the third stage is short and 
easily conducted, and it is true that there is 
somewhat less blood lost under caudal 
than under other types of analgesia. How- 
ever, the figure of 200 to 300 cc. given by 
Dr. Neese as the average blood loss under 
other types of analgesia is somewhat higher 
than that quoted by Stander, which is 170 
to 230 ec. Although anesthesia and analgesia 
play a role in obstetric hemorrhage, partic- 
ularly the postpartum variety, there are 
many other factors which must be consid- 
ered. The use of caudal analgesia will not 
eliminate or reduce the postpartum hemor- 
rhage secondary to a Couvelaire uterus. 


There are several obstetric problems in 
which continuous caudal analgesia or other 
comparable technique is highly desirable. 
The first of these is premature labor. The 
highly susceptible infant is not exposed to 
depressing drugs or anesthetic agents. The 
pelvic floor is soft and non-resisting, so that 
the small, poorly formed fetal head is not 
subject to a great deal of pressure. Patients 
with cardiac disease may be prevented from 
thrashing around on the bed during labor, 
and the involuntary secondary abdominal 
forces are inhibited. The same advantages 
apply to patients with pulmonary complica- 
tions, in which a general anesthetic may be 
highly undesirable. In diabetics, caudal anal- 
gesia permits the maintenance of the proper 
caloric intake and the control of the diabetic 
status, thus protecting both the mother and 
the infant. There has been some work sug- 
gesting that it is beneficial in eclamptic 
states. Dr. Mussey of the Mayo Clinic has 
told me that it is their standard practice to 
use continuous caudal analgesia for breech 
deliveries in primiparous patients, since the 
markedly relaxed pelvic floor permits more 
manipulation. 

In conclusion, the problem of caudal anal- 
gesia has been pretty thoroughly investi- 
gated by several groups, whose conclusions 
are that the technique may be successfully 
used if there is cooperation between the ob- 
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stetric, anesthetic, and nursing staffs. The 
physician carrying out the procedure should 
be specially trained in anatomy, physiology, 
pharmacology, and particularly in obstetrics. 
Caudal analgesia should not be given in the 
absence of such safeguards as oxygen, vaso- 
pressors, and intratracheal equipment. The 
method has been thoroughly tested and is 
considered relatively safe when the proper 
precautions are taken and when no contra- 
indications to its use exist. As Dr. Neese has 
said, most of the difficulties encountered 
have occurred when these precautions were 
ignored. Continuous caudal analgesia has a 
limited but definite place in the management 
of pain during labor and delivery. Its great- 
est value, however, is the stimulation of 
further research into similar types of anes- 
thetic techniques which hold much promise 
for the future. 


JAMES F. DONNELLY, JR., M.D. 
Department of Obstetrics and 
Gynecology, Bowman Gray School 
of Medicine of Wake Forest College, 
Winston-Salem, N. C. 


May 20, 1946 


Dr. Wingate Johnson, Editor 
NORTH CAROLINA MEDICAL JOURNAL 
Winston-Salem, N. C. 


Dear Dr. Johnson: 


The North Carolina Board of Medical 
Examiners at its recent meeting May 1, 
1946, directed that I ask you to publish in 
your journal the Medical Practice Act, with 
section 90-18 in italics. 

Yours very truly, 
LOUISE J. MCNEILL, Acting Secretary 


North Carolina Board Medical Examiners 
* * 


Art. 1. Practice of Medicine. 


§ 90-1. North Carolina medical society incorpo- 
rated.—The association of regularly graduated phy- 
sicians, calling themselves the state medical society, 
is hereby declared to be a body politic and corporate, 
to be known and distinguished by the name of The 
Medical Society of the State of North Carolina. 
(Rev., s. 4491; Code, s. 3121; 1858-9, c. 258, s. 1; 
C. S. 6605.) 

§ 90-2. Board of examiners.—In order to properly 
regulate the practice of medicine and surgery, there 
shall be established a board of regularly graduated 
physicians, to be known by the title of The Board 
of Medical Examiners of the State of North Caro- 
lina, which shall consist of seven regularly gradu- 
ated physicians. (Rev., s. 4492; Code, s. 3123; 1858-9, 
c. 258, ss. 3, 4; Ex. Sess. 1921, c. 44, s. 1; C. S. 6606.) 

§ 90-3. Medical society appoints board.—The med- 
ical society shall have power to appoint the board 
of medical examiners. (Rev., s. 4493; Code, s. 3126; 
1858-9, c. 258, s. 9; C. S. 6607.) 
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§ 90-4. Board elects officers and fills vacancies.— 
The board of medical examiners is authorized to 
elect all such officers and to frame all such by-laws 
as may be necessary, and in the event of any va- 
cancy by death, resignation, or otherwise, of any 
member of said board, the board, or a quorum there- 
of, is empowered to fill such vacancy. (Rev., s. 4494; 
Code, s. 3128; 1858-9, c. 258, s. 11; C. S. 6608.) 

§ 90-5. Meetings of board.—The board of medical 
examiners may assemble once in every year in the 
city of Raleigh, and shall remain in session from 
day to day ‘until all applicants who may present 
themselves for examination within the first two days 
of this meeting have been examined and disposed 
of; other meetings in each year may be held at some 
suitable point in the state if deemed advisable. 
(Rev., s. 4495; 1915, c. 220, s. 1; 1935, c. 363; C. S. 
6609.) 

§ 90-6. Regulations governing applicants for 
license, examinations, ete-—The board of medical 
examiners is empowered to prescribe such regula- 
tions as it may deem proper, governing applicants 
for license, admission to examinations, the conduct 
of applicants during examinations, and the conduct 
of examinations proper. (1921, c. 47, s. 5; Ex. Sess. 
1921, c. 44, s. 2; C. S. 6610.) 

§ 90-7. Bond of secretary.—The secretary of the 
board of medical examiners shall give bond with 
good surety, to the president of the board, for the 
safe-keeping and proper payment of all moneys that 
may come into his hands. (Rev., s. 4497; Code, s. 
3134; 1858-9, c. 258, s. 17; C. S. 6611.) 

§ 90-8. Officers may swear applicants and summon 
witnesses.—The president and secretary of the 
board of medical examiners of this state shall have 
power to administer oaths to all persons who may 
apply for examination before the board, or to any 
other persons deemed necessary in connection with 
performing the duties of the board as imposed by 
law. The board shall have power to summon any 
witnesses deemed necessary to testify under oath 
in connection with any cause to be heard before it; 
or to summon any licentiate against whom charges 
are preferred in writing, and the failure of the licen- 
tiate, against whom charges are preferred, to ap- 
pear at the stated time and place to answer to the 
charges, after due notice or summons has _ been 
served in writing, shall be deemed a waiver of his 
right to said hearing, as provided in § 90-14. (1913, 
c. 20, s. 7; Ex. Sess. 1921, c. 44, s. 3; C. S. 6612.) 

§ 90-9. Examination for license; scope; conditions 
and prerequisites.—It shall be the duty of the board 
of medical examiners to examine for license to prac- 
tice medicine or surgery, or any of the branches 
thereof, every applicant who complies with the fol- 
lowing provisions: He shall, before he is admitted 
to examination, satisfy the board that he has an 
academic education equal to the entrance require- 
ments of the University of North Carolina, or fur- 
nish a certificate from the superintendent of public 
instruction of the county that he has passed an ex- 
amination upon his literary attainments to meet the 
requirements of entrance in the regular course of 
the state university. He shall exhibit a diploma or 
furnish satisfactory proof of graduation from a 
medical college in good standing requiring an atten- 
dance of not less than four years, and supplying 
such facilities for clinical and scientific instruction 
as shall meet the approval of the board; but the re- 
quirement ot four years attendance at a school shall 
not apply to those graduating prior to January the 
first, nineteen hundred. 

The examination shall cover the following 
branches of medical science: anatomy, embryology, 
histology, physiology, pathology, bacteriology, sur- 
gery, pediatrics, medical hygiene, chemistry, phar- 
macy, materia medica, therapeutics, obstetrics, 
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gynecology, and the practice of medicine. 

If on such examination the applicant is found 
competent, the board shall grant him a license au- 
thorizing him to practice medicine or surgery or 
any of the branches thereof. 

Five members of the board shall constitute a 
quorum, and four of those present shall be agreed 
of the applicant. (Rev., s. 

~ , c. 20, ss. 2, 3, 6; 1921, c. 47, s. 1: C. 
6613.) 1921, c. 47, s. 1; C. S. 

§ 90-10. Two examinations, preliminary an 
allowed.— It shall be the duty of the He Aeon 
of medical examiners to examine any applicant for 
license to practice medicine on the subjects of anat- 
omy, histology, physiology, bacteriology, embry- 
ology, pathology, medical hygiene, and chemistry 
upon his furnishing satisfactory evidence from ‘a 
medical school in good standing, and supplying such 
facilities for anatomical and laboratory instruction 
as shall meet with the approval of the board, that he 
has completed the course of study in the school 
upon the subjects mentioned. The board shall set to 
the credit of such applicant upon its record books 
the grade made by him upon the examination, which 
shall stand to the credit of such applicant; and when 
he has subsequently completed the full course in 
medicine and presents a diploma of graduation fron. 
a medical college in good standing, requiring a four 
years course of study of medicine for graduation, 
and when he has completed the examination upon 
the further branches of medicine, to wit, pharmacy, 
materia medica, therapeutics, obstetrics, gynecology, 
pediatrics, practice of medicine and surgery, he shall 
have accounted to his credit the grade made upon 
the former examination, and if then upon such com- 
pleted examination he be found competent, said 
board shall grant him a license to practice medicine 
and surgery. and any of the branches thereof. (1921, 
c. 47, s. 2; Ex. Sess. 1921, c. 44, s. 4; C. S. 6614.) 

§ 90-11. Qualification of applicant for license.— 
Every person making application for a license to 
practice medicine or surgery in the state shall be 
not less than twenty-one years of age, and of good 
moral character, before any license can be granted 
by the board of medical examiners: Provided, that 
the age requirement shall not apply to students tak- 
ing the examinations of the first two vears in medi- 
cine. (1921, c. 47, s. 3; Ex. Sess. 1921, c. 44, s. 5; 
C. S. 6615). 

§ 90-12. Limited license.—The board may. when- 
ever in its opinion the conditions of the locality 
where the applicant resides are such as to render 
it advisable, make such modifications of the require- 
ments of the preceding sections, both as to anplica- 
tion for examination and examination for license, 
as in its judgment the interests of the people living 
in that locality may demand, and mav issue to such 
anplicant a svecial license, to be entitled a “Limited 
License”, authorizing the holder thereof to practice 
medicine and surgery within the limits only of the 
districts specifically described therein. The holder of 
the limited license practicing medicine or surgery 
beyond the boundaries of the district as laid down 
in said license shall be guilty of a misdemeanor. 
and upon conviction shall be fined not less than 
twenty-five dollars nor more than fifty dollars for 
each and every offense: and the board is empow- 
ered to revoke such limited license, in its discretion, 
after due notice. The clerk of the superior court, in 
registering the holder of a limited license. shall copy 
upon the certificate of registration and upon his 
record the description of the district given in the 
license. (1909, c. 218, s. 1; C. S. 6616.) 

§ 90-13. When license without examination al- 
lowed.—The board of medical examiners shall in 
their discretion issue a license to any applicant to 
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practice medicine and surgery in this state without 
examination if said applicant exhibits a diploma or 
satisfactory proof of graduation from a medical col- 
lege in good standing, requiring an attendance of 
not less than four years and a license issued to him 
to practice medicine and surgery by the board of 
medical examiners of another state. (1907, c. 890; 
1913, c. 20, s. 3; C. S. 6617.) 

§ 90-14. Board may rescind license.—The board 
shall have the power to revoke and rescind any 
license granted by it, when, after due notice and 
hearing, it shall find that any physician licensed 
by it has been guilty of grossly immoral conduct, 
or of producing or attempting to produce a criminal 
abortion, or, by false and fraudulent representations, 
has obtained or attempted to obtain, practice in his 
profession, or is habitually addicted to the use of 
morphine, cocaine or other narcotic drugs, or has by 
false or fraudulent representations of his profession- 
al skill obtained, cr attempted to obtain, money or 
anything of value, or has advertised or held himself 
out under a name other than his own, or has ad- 
vertised or publicly professed to treat human ail- 
ments under a system or school of treatment or 
practice other than that for which he holds a license, 
or is guilty of any fraud or deceit by which he was 
admitted to practice, or has been guilty of any un- 
professional or dishonorable conduct unworthy of, 
and affecting, the practice of his profession, or has 
been convicted in any court, state or federal, of any 
felony or other criminal offense involving moral 
turpitude. Upon the hearing before said board of 
any charge involving a conviction of such felony or 
other criminal offense, a transcript of the record 
thereof certified by the clerk of the court in which 
such conviction is had, shall be sufficient evidence to 
justify the revocation or rescinding of such license. 
The findings and action of said board shall, in all 
such cases and hearings, be final and conclusive. 
And, for any of the ebove reasons, the said board 
of medical examiners may refuse to issue a license 
to an applicant. The said board of medical exam- 
iners may, in its discretion, restore a license so re- 
voked and rescinded, upon due notice being given 
and hearing had, and satisfactory evidence produced 
of reformation of the licentiate. (1921, c. 47, s. 4; 
Ex. Sess. 1921, c. 44, s. 6; 1933, c. 32; C. S. 6618.) 

§ 90-15. License fee; salaries, fees, and expenses 
of board—KEach applicant for examinations shall 
pay to the treasurer of the board of medical exam- 
iners of the state of North Carolina a fee of fifteen 
dollars ($15) before being admitted to the exami- 
nation: Provided, however, that in the case of ap- 
plicants taking the examinations in two halves, as 
provided in § 90-10, the fee shall be seven and one- 
half dollars ($7.50) for each of the two half exami- 
nations. Whenever any license is granted without 
examination, as authorized in § 90-13, the applicant 
shall pay to the treasurer of the board a fee of 
fifty dollars ($50). Whenever a limited license is 
granted, as provided in § 90-12, the person shall pay 
to the treasurer of the board a fee of fifteen dollars 
($15). A fee of five dollars ($5) shall be paid for 
each duplicate license. All fees shall be paid tn ad- 
vance to the treasurer of the board of medical ex- 
aminers of the state of North Carolina, to be by him 
held as a fund for the use of said board. The com- 
pensation and expenses of the members and officers 
of said board, and all expenses proper and necessary 
in the opinion of said board, to the discharge of its 
duties under and to enforce the laws regulating the 
practice of medicine or surgery shall be paid out of 
such funds, upon the warrant of the president and 
secretary of said board. The salaries and fees of the 
officers and members of the said board shall be fixed 
by the board, but shall not exceed ten dollars ($10) 


per day per member, and railroad fare and hotel 
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expenses; and no expense shall be created to exceed 
the income from fees herein provided. Any unex- 
pended sum or sums of money remaining in the 
treasury of the said board at the expiration of the 
terms of office of the members thereof, shall be paid 
over to their successors after their election and 
qualification as such. (Rev., s. 4501; Code, s. 3130; 
1858-9, c. 258, s. 13; 1913, c. 20, ss. 4, 5; 1921, ¢. 47, 
s. 5; Ex. Sess. 1921, c. 44, s. 7; C. S. 6619.) 

§ 90-16. Board to keep record; publication of 
names of licentiates; transcript as evidence.—The 
board of examiners shall keep a regular record of 
its proceedings in a book kept for that purpose, to- 
gether with the names of the members of the board 
present, the names of the applicants for license, 
and other information as to its actions. The board 
of examiners shall cause to be entered in a sevarate 
book the name of each applicant to whom a license 
is issued to practice medicine or surgery, along with 
any information pertinent to such issuance. The 
board of examiners shall publish the names of those 
licensed in three daily newspapers published in the 
state of North Carolina, within thirty days after 
exranting the same. A transcript of anv such entry 
in the record books, or a certificate that there is 
not entered therein the name and proficiency or date 
of granting such license of a person charged with 
the violation of the provisions of this article, certi- 
fied under the hand of the secretary and the seals 
of the board of medical examiners of the state of 
North Carolina, shall be admitted as evidence in any 
court of this state when it is otherwise competent. 
(Rev., s. 4500; Code. s. 3129; 1858-9, c. 258, s. 12; 
1921. c. 47, s. 6: C. S. 6620.) 

§ 90-17. Blanks furnished clerk.—It shall be the 
duty of the medical society of the state of North 
Carolina to prescribe proper form of certificates 
required bv this article and all such blanks and 
forms as the clerk may need to enable him to ver- 
form his duties under this article. (Rev.. s. 4505; 
1889. c. 18). s. 7; 1899, c. 93, s. 4; C. S. 6621.) 

§ 90-18. Practicing without license; practicing de- 
fined; penalties.—No person shall practice medicine 
or surgery, or any of the branches thereof, nor in 
any case prescribe for the cure of diseases unless 
he shall have been first licensed and registered so 
to do in the manner provided in this article, and if 
anv verson shall practice medicine or surgery with- 
out being duly licensed and registered, as provided 
in this article, he shall not be allowed to maintain 
any action to collect any fee for such services. The 
person so practicing without license shall be guilty 
of a misdemeanor, and upon conviction thereof shall 
he fined not less than fifty dollars ($50) nor more 
than one hundred ($100), or imprisoned at the dis- 
cretion of the court for each and every offense. 

Any person shall be regarded as practicing med- 
icine or surgery within the meaning of this article 
who shall diagnose or attempt to diagnose, treat or 
attempt to treat. operate or attempt to operate 
on, or prescribe for or administer to, or profess to 
treat any human ailment, physical or mental, or 
any physical injury to or deformity of another per- 
son: Provided, that the following cases shall not 
come within the definition above recited: ’ 

1. The administration of domestic or family 
remedies in cases of emergency. ; 

2. The practice of dentistry by any legally li- 
censed dentist engaged in the practice of dentistry 
and dental surgery. é 

3. The practice of pharmacy by any legally li- 
censed pharmacist engaged in the practice of phar- 
macy. 

4. The practice of medicine and surgery by any 
surgeon or physician of the United States army, 
navy, or public health service in the discharge of 


his official duties. 
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5. The treatment of the sick or suffering by men- 
tal or spiritual means without the use of any drugs 
or other material means. 

6. The practice of optometry by any legally li- 
censed optometrist engaged in the practice of op- 
tometry. 

7. The practice of midwifery by any woman who 
pursues the vocation of midwife. 

8. The practice of chiropody by any legally li- 
censed chiropodist when engaged in the practice of 
chiropody, and without the use of any drug. 

9. The practice of osteopathy by any legally li- 
censed osteopath when engaged in the practice of 
— as defined by law, and especially § 90- 

10. The practice of chiropractic by any legally 
licensed chiropractor when engaged in the manual 
adjustment of the twenty-four spinal vertebrae of 
the human body and without the use of drugs. 

11. The practice of medicine or surgery by any 
reputable physician or surgeon in a_ neighboring 
state coming into this state for consultation with a 
resident registered physician. This proviso shall not 
apnly to vhvsicians resident in a neighboring state 
and regularly practicing in this state. 

12. Physicians who have a diploma from a regu- 
lar medical college or were practicing medicine and 
surgery in this state prior to the seventh day of 
March. one thousand eight hundred and eighty-five, 
and who are properly registered as required by law. 

13. Any person practicing Radiology as herein- 
after defined shall be deemed to be engaged in the 
practice of medicine within the meaning of this 
article. “Radiology” shall be defined as. that method 
of medical practice in which demonstration and ex- 
amination of the normal and abnormal structures, 
parts or functions of the human body are made by 
use of x-ravs. Any person shall be regarded as en- 
gaged in the practice of Radiology who makes or 
offers to make, for a consideration, a demonstration 
or examination of a human being or a part or parts 
of a human body by means of fluoroscopic exhibition 
or by the shadow imagery registered with photo- 
rraphic materials and the use of x-ravs; or holds 
himself out to diagnose or able to make or makes 
anv interpretation or explanation by word of mouth, 
writing or otherwise of the meaning of such fluoro- 
scopic or registered shadow imagery of any part of 
the human bodv by use of x-rays; or who treats any 
disease or condition of the human body by the ap- 
plication of x-rays or radium. Nothing in this sub- 
section shall prevent the practice of Radiology by 
any person licensed under the provisions of Articles 
2.5. 6, and 11 of chapter 110. (Rev., ss. 3645, 4502; 
Code, s. 3122; 1858-9, c. 258, s. 2; 1885, c. 117, s.2; 
1885. c. 261; 1889, c. 181, ss. 1, 2; 1921, c. 47, s. 7; 
Ex. Sess. 1921, c. 44, s. 8; 1941, c. 168; C. S. 6622.) 

§ 90-19. Practicing without registration; penalties. 
—-Any person desiring to engage in the practice of 
medicine or surgery shall personally appear before 
the clerk of the superior court of the county in 
which he resides or practices, for registration as a 
physician or surgeon. The person so applying shall 
produce and exhibit before the clerk of the superior 
court a license obtained from the board of medical 
examiners of the state. The clerk shall thereupon 
register the date of registration, with the name and 
residence of such applicant, in a bcok to be kept for 
this purpose in his office marked “Register of Phy- 
sicians and Surgeons,” and shall issue to him a 
certificate of registration under the seal of the 
superior court of the county upon the form furnished 
him by the medical society of North Carolina, for 
which the clerk shall be entitled to collect from said 
applicant a fee of twenty-five cents. The person ob- 
taining such certificate shall be entitled to practice 
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medicine or surgery, or both, in the county where 
the Same was obtained, and in any other county 
in this state; but if he shall remove his residence to 
another county he shall exhibit said certificate to 
the clerk of such other county and be registered, 
which registration shall be made by said clerk with- 
out fee or charge. 

Any person who practices or attempts to practice 
medicine or surgery in this state without first hav- 
ing registered and obtained the certificate required 
in this section, shall be guilty of a misdemeanor, 
and upon conviction thereof shall be fined not less 
than twenty-five dollars nor more than one hundred 
dollars. or be imprisoned at the discretion of the 
court, for each and every offense: Provided, this sec- 
tion shall not apply to women pursuing the vocation 
of midwife, nor to reputable physicians or surgeons 
resident in a neighboring state coming into this 
state for consultation with a registered physician of 
this state. (Rev., ss. 3646, 4504; 1889, c. 181, ss. 4. 5; 
1891, c. 420; Ex. Sess. 1921, c. 44, s. 9; C. S. 6623.) 

§ 90-20. Clerk punishable for illegally registering 
physician.—If any clerk of the superior court shall 
register, or issue a certificate to, any person prac- 
ticing medicine or surgery in any other manner 
than that prescribed by law, he shall be guilty of a 
misdemeanor, and upon conviction thereof shall be 
fined not less than two hundred dollars and shall be 
removed from office. (Rev., s. 3647; 1889, ¢. 181, s. 
6; C. S. 6624.) 

§ 90-21. Certain offenses prosecuted in superior 
court: duties of attorney-general.—In case of the 
violation of the criminal provisions of §§ 90-18 to 
90-20, the attorney-general of the state of North 
Carolina, upon complaint of the board of medical 
examiners of the state of North Carolina, shall in- 
vestigate the charges preferred, and if in his judg- 
ment the law has been violated, he shall direct the 
solicitor of the district in which the offense was com- 
mitted to institute a criminal action against the 
offending persons. A solicitor’s fee of five dollars 
shall be allowed and collected in accordance with the 
provisions of § 6-12. The board of medical examiners 
may also employ, at their own expense, special coun- 
sel to assist the attorney-general or the solicitor. 

Exclusive original jurisdiction of all criminal 
actions instituted for the violations of §§ 90-18 to 
90-20 shall be in the superior court, the provisions 
of any special or local act to the contrary notwith- 
standing. (1915, c. 220, s. 2; C. S. 6625.) 


Schering Thousand Dollar Award for 
Medical Students 


The Schering Award for 1946, a competition open 
to undergraduate medical students, has recently 
been announced. Held annually to encourage medical 
students to acquire further knowledge of various 
fields of endocrinology, the subject of this year’s 
thousand dollar prize contest will be, “The Role of 
Hormones in Sterility.” Three judges, each promi- 
nent in the field of endocrinology, will make the 
selections, and the award is sponsored by Schering 
Corporation of Bloomfield, New Jersey, manufac- 
turers of endocrine and pharmaceutical products for 
the medical profession. For the best thesis sub- 
mitted on the subject, an award of five hundred 
dollars will be given. For the second and third best 
papers, awards of three hundred and two hundred 
dollars, respectively, will be given. The Schering 
Award Committee is again receiving an enthusias- 
tic response from medical students in every section 
of the United States and Canada. 
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INAUGURAL REMARKS 
W. M. COPPRIDGE, M.D. 


Mr. Chairman, fellow members of the So- 
ciety: 

It is difficult for me to state my sentiments 
at this moment. First let me express my sin- 
cere gratitude to you for the confidence you 
have shown in me by electing me to the of- 
fice of president of this Society. Along with 
this feeling of appreciation is a reaction al- 
most as great—that which I might term ap- 
prehension, diffidence, or anxiety. Having 
been affiliated with the Society for twenty- 
seven years and having served on the execu- 
tive committee for one term, I know well the 
responsibilities that today I am accepting. 
There has never been a time when organized 
medicine faced greater challenges than to- 
day. Therefore I assume this office with 
much humility and with fervent appeal to 
the membership for support, assistance, and 
counsel. 

May I outline to you briefly a few of what 
I consider the most important matters that 
confront you and your officers for the com- 
ing year. 

In this, our first year of peace, some six 
hundred members of this Society are return- 
ing from military service to take their places 
again among us. Those of us who remained 
at home welcome them with gratitude for 
their splendid service. Your incoming officers 
will try to extend to all of them every form 
of aid that is possible. Their problems are 
many and varied, and it is hoped that each 
doctor and medical institution in the state 
will recognize this fact and render them 
sympathetic cooperation during their recon- 
version period. 

Recently, as you know, the reorganized 
Veterans Administration has requested the 
assistance of our membership in furnishing 
medical attention to veterans in their homes 
and in local hospitals. Your Society has ap- 
proved the plan and thereby pledged our 
support to the Veterans Administration in 
their efforts to furnish our ex-service men 
better medical care. Their action in con- 
demning the old system of “Civil Service’”’ 
medicine that has prevailed in the Veterans 
Administration since the last war is most 


Given before the Third General Session, Medical Society of 
the State of North Carolina, Pinehurst, May 3, 1946. 
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commendable, and can be used as a strong 
argument against medical regimentation. 
With your approval and support, this admin- 
istration will attempt to carry on the policies 
in this matter that were so ably initiated 
last year by Dr. Moore. 

Probably the most pressing medical prob- 
lem of the day is that caused by certain rad- 
ical elements in the Congress and _ pro- 
pounded to the people through the Senate 
Bill No. 1606, commonly known as the Wag- 
ner-Murray-Dingell Bill. This Society has 
vigorously opposed this legislation and is in- 
debted to Dr. George Carrington, Dr. West- 
brook Murphy, and others for their thorough 
study of it and for their effort to organize 
our membership in the fight against it. It 
must be fought with all our energy and skill, 
not alone because of the dangers to the mem- 
bers of the medical profession but because 
of the inferior type of medical care it would 
certainly impose upon the people, many of 
whom are being misled by clever propa- 
ganda. We are not in a position to deny the 
accusation that good medical care is not 
readily available to all citizens of this coun- 
try. But we can stand solidly for “states’ 
rights” in furthering better facilities that 
will eventually carry to all sections improved 
medical attention administered by an intelli- 
gent and free profession. 

There are many other matters of impor- 
tance that face us at this time. I will not 
attempt to enumerate them all. We have able 
committees at work on them and they, in the 
most part, will be asked to continue to serve. 

In closing, may I remind you that during 
this fiscal year the General Assembly of 
North Carolina will meet, and it is likely 
that it will consider the report of the Hos- 
pital and Medical Care Commission ap- 
pointed last year by Governor Cherry to 
make recommendations concerning the find- 
ings of the Poe Commission. You have heard 
a clear and ably presented address by Dr. 
Paul Whitaker on this subject. No one is 
more qualified than he to tell you of the chal- 
lenge that confronts us in this regard. This 
Society owes him a debt of gratitude that it 
can never pay for his tireless and unselfish 
work on both the Poe and the Cherry Com- 
missions. Only some of us who have at- 
tempted to help him can realize the personal 
sacrifice he has made and can understand 
the zeal and generosity with which he has 
carried on. 

The Society has been informed of develop- 
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ments in the plans for improved medical care 
in the state. It has endorsed the findings and 
recommendations of the Poe Commission. 
In the next few months the present Com- 
mission will probably make its report. The 
officers of the Society will endeavor to keep 
before the membership all available informa- 
tion concerning the work and reports of the 
Commission. Your JOURNAL will be asked to 
carry these communications to you from 
time to time. Let me request the members 
to seek this information so that they may be 
in a position to express a prompt and wise 
opinion on them. Your officers will seek your 
individual and collective views and will be 
guided by your wishes. You may secure a 
copy of the law passed by the last General 
Assembly by writing The Medical Care Com- 
mission, Raleigh. If you have not studied 
it, please do so; the present Commission is 
operating under the provisions of this law. 
The General Assembly that will convene next 
January will have before it the recommen- 
dation of the Commission. We must be in a 
position to take a firm and intelligent stand 
and let the people and their representatives 
know that we in organized medicine are 
willing to accept the challenge of doing all 
in our power to aid in providing better med- 
ical care to all the people of the state. 

Let me say again that we will strive dur- 
ing the coming year to carry out the will of 
the majority of the membership. Concerted 
and positive action is necessary if we are to 
meet the responsibilities that face us in med- 
icine teday. It is my conviction that an alert 
and informed profession can and will meet 
them. 


STATE BOARD OF MEDICAL EXAMINERS 


The next meeting of the North Carolina Board of 
Medical Examiners for the purpose of interviewing 
candidates for licensure by endorsement of creden- 
tials will be held July 5, 1946, at the Hotel Bogue 
Sound Club (Morehead Villa), Morehead City, at 


2 p.m. 


NeEws NOTES FROM THE STATE BOARD 
OF HEALTH 


Vital statistics for the early months of 1946 show 
that the uptrend in diphtheria deaths continues, in 
spite of the law requiring immunization of all in- 
fants between the ages of 6 and 12 months. During 
January and February of 1945 there were 9 diph- 
theria deaths in North Carolina; during the same 
months this year, 17 such deaths were reported to 
the State Board of Health. 

This is an epidemic year for measles. So far, 
there have been 5,188 cases reported to the State 
Board of Health. In 1944, the State Board of Health 
reviewed the measles situation and decided to relax 


BULLETIN BOARD 279 


its quarantine and placarding requirements, in order 
that public health nurses might have more time to 
devote to assisting families in the use of immune 
globulin. The State regulations no longer require 
contacts to be quarantined or placards to be posted. 
The regulations, however, require the patient to re- 
main indoors for seven days after the rash appears. 

It is possible to use immune globulin, not only to 
modify an attack of measles, but to prevent measles 
for a few weeks among children who have been 
weakened by other conditions or are of such an age 
that measles even in a modified form would be dan- 
gerous. To prevent measles a larger dose of immune 
globulin is given immediately after exposure. Im- 
mune globulin is available from the State Board of 
Health’s Laboratory of Hygiene, of which Dr. John 
H. Hamilton is director. 


NEws NOTES FROM THE NORTH CAROLINA 
TUBERCULOSIS ASSOCIATION 


Dr. S. M. Bittinger, medical director of the West- 
ern North Carolina Sanatorium at Black Mountain, 
has resigned to accept a position with the Veterans 
Administration as chief of medical services at 
Oteen. Dr. C. D. Thomas of the Sanatorium staff 
will succeed Dr. Bittinger. 

Among the officers elected at the recent annual 
meeting of the Association were Dr. H. L. Seay, 
superintendent of the Mecklenburg County Sana- 
torilum, president, and Dr. S. M. Bittinger, vice 
president. Dr. R. B. C. Franklin of Mount Airy and 
Dr. W. R. Parker of Jackson were elected directors- 
at-large, and Drs. David T. Smith of Durham and 
M. D. Bonner of Jamestown were named as mem- 
bers of the executive committee. Mrs. P. P. McCain 
was elected honorary member of the board of direc- 
tors, and Dr. David T. Smith and Dr. C. W. Arm- 
strong of Salisbury were nominated as representa- 
tive directors to the board of the National Tubercu- 
fosis Association. 


Dr. Watson Wharton of Smithfield was elected 
treasurer of the Johnston County Tuberculosis As- 
sociation at its annual meeting on April 23. 


Dr. W. N. McKenzie of Albemarle was elected vice 
president of the Stanley County Tuberculosis and 
Health Association for 1946, and Dr. J. S. Gaskin 
executive committee member. 

* ak 

Among the speakers for the five district meetings 
sponsored by the association in the state from May 
20 to May 29 were Dr. H. C. Whims of Asheville, 
Dr. David T. Smith of Durham, Dr. S. B. Me- 
Pheeters of Goldsboro, and Dr. W. R. Parker of 
Jackson. 

The thirty-second session of the Trudeau School 
of Tuberculosis will begin at Saranac Lake, New 
York on September 9, 1946. The course will consist 
of four weeks of instruction and clinics at Saranac 
Lake and nearby sanatoria. It is intended for grad- 
uates in medicine who wish to prepare themselves 
for sanatorium or public health practice, for physi- 
cians desiring a refresher course in tuberculosis, and 
for fourth year undergraduates. Through a cooper- 
ative arrangement a two weeks’ course in diseases 
of the chest, under the auspices of the College of 
Physicians and Surgeons, Columbia University, 
New York City, will start at Bellevue Hospital, 
Chest Service, October 7, 1946. This is open to phy- 
sicians who are graduates of approved medical 
schools, including registrants of the Trudeau School. 
The two weeks will be devoted mainly to a clinical 
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consideration of certain manifestations of tubercu- 
losis and an organized review of a variety of thor- 
acic diseases, especially those which are or may be- 
come chronic. 

The tuition fee for the four weeks at Saranac 
Lake is $100, payable to the Trudeau School. Fee for 
the two weeks’ course at Bellevue Hospital is $50, 
payable to Columbia University. For further infor- 
mation write to the Secretary, Trudeau School of 
Tuberculosis, Saranac Lake, New York. 

The National Tuberculosis Association will award 
several scholarships to physicians recommended by 
affiliated associations. For further information re- 
garding these write to Frank W. Webster at the 
State office. 


NEWS NOTES 


The following North Carolina doctors have recent- 
ly been released from the Navy Medical Corps: 
Covington, James M., Jr., Wadesboro 
Dula, Frederick M., Lenoir 
MacKinney, Loren G., Chapel Hill 
Palmgren, Einar A., Jr., Charlotte 
Ruffin, David W., Pink Hill 
Stvingfield, Thomas, Jr., Waynesville 
Weaver, Andrew J., Mebane 
Wright, James R., Raleigh 
* * 

Dr. E. H. Ellinwood of Raleigh has accepted a 
position as health officer for the Catawba-Lincoln 
District Health Department, and will assume his 
duties July 1. He succeeds Dr. H. C. Whims, who is 
now head of the Buncombe County Health Depart- 
ment. 

* * * % 

Dr. Mary Margaret McLeod has opened offices for 

the practice of pediatrics in Sanford. 
*x* * * x 

Dr. George W. Paschal, Jr., has resumed the prac- 
tice of general surgery in Raleigh following his re- 
lease from military service. 

ok * 

Dr. C. W. Sensenbach has recently opened an office 
in High Point for the practice of internal medicine. 
* * 

Dr. Andrew D. Taylor of Charlotte, recently re- 
turned from military service, has become associated 
with Dr. Lester C. Todd in the practice of allergy. 

* 

Dr. W. Nelson Thompson of Raleigh has recently 
been released from the armed forces and has opened 
offices for the general practice of medicine. 


TUCKER HOSPITAL 


Dr. George S. Fultz, Jr., who was recently re- 
leased from active duty with the Army of the United 
States, has joined the staff of the Tucker Hospital 
in Richmond. 


NATIONAL GASTROENTEROLOGICAL 
ASSOCIATION 
The eleventh annual convention of the National 


Gastroenterological Association was held June 19, 
20, and 21 at the Hotel Pennsylvania in New York. 
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VETERANS ADMINISTRATION 


The number of doctors entering the Veterans Ad- 
ministration’s new Department of Medicine and Sur- 
gery is showing a steady increase, according to a 
recent report by Dr. Wilbur R. Southward, assistant 
medical director in the VA Richmond Branch. 

During the twelve weeks of 1946 ended March 28, 
only 41 entered VA service in Virginia, North Caro- 
lina, West Virginia, Maryland and the District of 
Columbia. By April 18, however, that total had 
reached 96. Twenty-one of these physicians have 
been appointed members of rating boards engaged in 
examining veterans’ disability claims. The others 
are in positions ranging from residencies to chief 
medical officer and consultant. 

Chief reasons for the improvement in the recruit- 
ment program, Dr. Southward said, are the en- 
hanced reputation of the VA _ medical service 
brought about by new policies, the attraction of 
modern facilities and working conditions being in- 
stalled at a time when many young men have found 
it almost impossible to find space and equipment 
to open their own practice, and the unprecedented 
opportunities being offered both for practice in wide- 
ly varied fields and for specialized studies under the 
prominent men working with VA through the 
Dean’s Committees. 

Applications for medical positions with the Vet- 
erans Administration or requests for more detailed 
information should be sent to the Director of Medi- 
cal Services, Veterans Administration, Richmond 


Branch No. 4, Richmond 20, Va. 


AMERICAN COMMITTEE FOR YUGOSLAV 
RELIEF 


A letter recently received from the American 
Committee for Yugoslav Relief, and signed by Drs. 
Bela Schick, Kendall Emerson, Evan W. Thomas, 
and Zhivko Angeluscheff, reads in part as follows: 

“In all of Yugoslavia there are but 12,000 hos- 
pital beds. For the 150,000 people with active tuber- 
culosis who require hospitalization, there are only 
1,500 beds. In mountainous Yugoslavia with its 
shattered communications there is but one doctor 
to every 5,000 people and in isolated communities 
it is nearer to one doctor to every 10,000. Greater 
New York has one physician to 450 persons. Tuber- 
culosis-ridden Yugoslavia has but two chest sur- 
geons. These are the figures. 

“Yugoslavia needs—desperately needs—hospitals, 
clinics, research laboratories, facilities for training 
doctors and nurses. 

“The American Committee for Yugoslav Relief, 
235 East 11th Street, New York City, is conducting 
a campaign for $5,000,000 to provide some part of 
these medical necessities. 

“We feel sure that the health program of the 
Committee will meet with warm response. Our land 
is rich, the will of the people to help, unprecedented, 
its generosity unsurpassed.” 


THE JOURNAL OF THE KANSAS MEDICAL 
SOCIETY 


W. M. Mills, M.D., editor of the Journal of the 
Kansas Medical Society for the past eleven years, 
has resigned that position to assume his new duties 
as president of the Kansas Medical Society. Lucien 
R. Pyle, M.D., Topeka, who has been a member of 
the editorial board of the Journal for eleven years, 
was named editor. 
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AUAILIARY 


TWENTY-THIRD ANNUAL MEETING 


The Auxiliary to the Medical Society of 
the State of North Carolina held its twenty- 
third annual meeting at Pinehurst on May 1, 
2, and 3, in connection with the annual meet- 
ing of the Medical Society. The Auxiliary 
hostesses for the occasion arranged an in- 
teresting program for the period, and there 
was a large attendance of members from all 
parts of the state. The hostesses were as 
follows: Mrs. P. P. McCain, chairman, Mrs. 
Joe Hiatt, Mrs. C. D. Thomas, Mrs. A. J. 
Vanore, Mrs. Roger Mitchell, and Mrs. R. K. 
Oliver, Sanatorium; Mrs. H. E. Bowman, 
Aberdeen; Mrs. P. J. Chester, Mrs. George 
Heinitch, Mrs. J. S. Milliken, and Mrs. M. C. 
Stutz, Southern Pines; Mrs. C. T. Grier and 
Mrs. John Symington, Carthage; Mrs. F. L. 
Owens, Pinehurst; Mrs. R. A. Matheson, 
Mrs. R. L. Murray, and Mrs. A. L. O’Briant, 
Raeford. 


On Wednesday night, May 1, at 8:30 p.m., 
an enjoyable musicale was presented in the 
west parlor of the Carolina Hotel by sev- 
eral talented musicians among the group of 
doctors’ wives and daughters. The program 
included piano, violin, and vocal solos. 

Thursday morning an executive board 
meeting was held at 9 a.m., and at 11 a.m. 
the annual meeting of the Auxiliary was held 
in the pine room of the hotel. The Auxiliary 
was fortunate in having as its guest the 
president of the Woman’s Auxiliary to the 
American Medical Association, Mrs. David 
W. Thomas of Lock Haven, Pennsylvania, 
who made an address at this time. Talks 
were also made by the president of the Med- 
ical Society, Dr. Oren Moore, of Charlotte; 
the chairman of the Advisory Board, Dr. 
Rachel Davis, of Kinston; the chairman of 
hostesses, Mrs. McCain; and the president of 
the Auxiliary, Mrs. Erick Bell, of Wilson. 
Mrs. R. L. Fike of Wilson conducted a me- 
morial service for members of the Auxiliary 
who had passed away during the year. There 
were reports from the executive officers, a 
report from the chairman of the Revisions 
Committee, Mrs. J. Buren Sidbury, Wilming- 
ton, and announcements of awards for the 
vear. After the disposal of the old and new 
business the following officers were installed 
for the coming year: president, Mrs. F. R. 
Taylor, High Point; president-elect, Mrs. W. 
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Reece Berryhill, Chapel Hill; first vice presi- 
dent, Mrs. Erick Bell, Wilson; second vice 
president, Mrs. B. Watson Roberts, Durham; 
recording secretary, Mrs. Charles H. Gay, 
Charlotte; treasurer, Mrs. E. C. Judd, Ra- 
leigh; corresponding secretary, Mrs. C. L. 
Gray, High Point. The gavel was presented 
to Mrs. Taylor, who made a short inaugural 
address, and after a few announcements the 
meeting was adjourned. 


On Thursday afternoon at 4 p.m. a tea 
was given in the west parlor of the hotel 
honoring Mrs. David W. Thomas; Mrs. 
Erick Bell; Mrs. Oren Moore; Mrs. John T. 
Saunders, 1945 State Auxiliary president; 
Mrs. Paul F. Whitaker, wife of the 1945 
State Medical Society president; and other 
guests of the State Society. 


At 7 p.m. the Auxiliary joined with the 
Medical Society at a banquet in the dining 
room. At 8:30 p.m. in the ball room Mrs. 
Charles Williams graciously entertained the 
gathering with a group of songs, following 
which the address of the evening was given 
by Dr. Morris Fishbein. At 10 p.m. the an- 
nual President’s Ball was held. 


Friday morning an attractive bridge party 
was given in the ladies card room. This con- 
cluded all planned entertainment for the 
meeting. The Auxiliary appreciates the work 
done by the hostesses in making this meet- 
ing a success. 


Mrs. 8. S. SAUNDERS, High Point 
Press and Publicity Chairman 
* * * * 


Chairmen of Standing Committees for 1946-47 


Advisory Board—Dr. Rachel Davis, Kinston 
Program—Mrs. M. D. Hill, Raleigh 
Public Relations—Mrs. John P. Kennedy, Charlotte 
Legislative—Mrs. James W. Vernon, Morganton 
Press and Publicity—Mrs. S. S. Saunders, High 
Point 
Rulletin—Mrs. Wingate Johnson, Winston-Salem 
Hvgeia— Mrs. D. M. Roval, Salemburg 
Memorial—Mrs. Ira C. Long, Goldsboro 
Historian—Mrs. Herbert H. Ogburn, Greensboro 
Research—Mrs. Joseph A. Elliott. Charlotte 
Scrapbook—Mrs. R. A. Moore, Winston-Salem 
Jane Todd Crawford Memorial—Mrs. R. S. 
MeGeachy, New Bern 
Post-War Planning—Mrs. D. H. Bridger, Bladenboro 
Doctors’ Day—Mrs. John E. G. McLain, Dunn 
Revisions—Mrs. J. Buren Sidbury, Wilmington 
Nominations—Mrs. Robert McMillan, Winston- 


Salem 

Student Loan Fund—Mrs. F. Norman Bowles, 
Durham 

McCain Bed—Mrs. William P. Richardson, Chapel 
Hill 


Stevens Bed—Mrs. G. M. Billings, Morganton 

Cooper Bed—Mrs. M. I. Fleming, Rocky Mount 

North Carolina Councilor to Southern Medical 
Auxiliary—Mrs. C. F. Strosnider, Goldsboro 
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A stockpile of vaccines and biologicals, as well as 
water purifying equipment, is being built up in Lon- 
Ages of a Physician,” a series of seven paintings don by the United Nations Relief and Rehabilita- 
by the contemporary artist James Chapin, which tion Administration to be ready to combat possible 


will be on exhibit at the American Medical Associa- outbreaks of epidemics. : 3 ‘ ; 
tion Convention in San Francisco, June 28 to July 7. Included among the supplies are diphtheria anti- 


Mr. Chapin, who holds an enviable position among toxin, toxoid and Schick test toxin; smallpox vac- 
the leaders in American art, was commissioned by cine; tetanus antitoxin; and vaccines for use against 
Ciba Pharmaceutical Products, Inc., to paint the plague, typhus, and gas gangrene. 

series, which paraphrases Shakespeare’s seven ages 
of man. 


Ciba Paintings on Exhibit 
A tribute to the medical profession is “The Seven 


Sterling-Winthrop Research Institute 
i i i sear EN F or Shy, Nervous, Retarded Children £y} 


Formation of the Sterling-Winthrop Research In- 
stitute as a new division of Sterling Drug Inc., to > 
expand its research and co-ordinate that of its divi- : 
sions and subsidiaries, was announced recently by } 
James Hill, Jr., president. The Institute will be 
housed in new research laboratories to be erected at ‘ 
Rensselaer, N. Y. when building materials are avail- } 
able. Dr. Maurice L. Tainter, presently research ( 

> 
> 
> 
> 
> 
> 
> 


Year round private home and schocl for 
girls and boys of any age on pleasant 150 
acre farm near Charlottesville. 

Individual training and care, expert 
teachers. Limited enrollment, amusements, 
special diets, medical care if necessary. 
Entrance made at any time. Write for 
Booklet. 

Mrs. J. Bascom Thompson, Principal 


THE THOMPSON 


director of Winthrop Chemical Company, Inc., a 
subsidiary, has been named director of the Sterling- 
Winthrop Research Institute. Its Administrative 
Board consists of Edward S. Rogers, chairman of 


the board of Sterling; Mr. Hill, Dr. Theodore G. 
Klumpp, Winthrop president; Dr. J. Mark Hiebert, HOMESTEAD SCHOOL 


Sterling vice-president and general manager of the ? 
Frederick Stearns & Co. Division, Detroit, and Dr. EN Free Union, Virginia 


Tainter. 


| COSMETIC HAY FEVER? 


Prescribe UNSCENTED AR-EX Cosmetics 
‘Recent clinical tests showed many cases of cosmetic sensitivity, but not a 
4 single one to UNSCENTED AR-EX Cosmetics. For allergic patients, prescribe 
" UNSCENTED AR-EX Cosmetics—free from all known 
SB irritants and allergens. SEND FOR FREE FORMULARY. City 


~, 
COSMETICS, INC., 1036 W. VAN:BUREN ST., CHICAGO 7, ILL. 


FREE FORMULARY 


OR 


ADDRESS. 
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BOOK REVIEWS 


Preoperative and Postoperative Treatment. 
Edited by Lt. Col. Robert L. Mason, M.C., 
A.U.S., Cushing General Hospital, Farm- 
ingham, Massachusetts; and Harold A. 
Zintel, M.D., Harrison Department of Sur- 
gical Research, University of Pennsylvania 
School of Medicine; Assistant Surgeon, 
Hospital of the University of Pennsylvania. 
Ed. 2. 584 pages, with 157 illustrations. 
Price, $7.00. Philadelphia and London: W. 
B. Saunders Company, 1946. 


The first edition of this book was published in 
1937. A great deal of the text has been rewritten 
and reorganized, and eight new contributors have 
been added. 

The book adequately covers the usual problems of 
surgical care, but fails to offer completeness in any 
one field of surgery. A great deal of space is taken 
up with discussions of etiology, diagnosis, and sur- 
gical operative procedures, which seem out of place 
in a book on preoperative and postoperative man- 
agement. Generalizations are the rule’ throughout 
all the chapters. The chapter dealing with thoracic 
surgery is brief and little changed from the original 
chapter on this subject in the 1937 edition. The field 
of use for penicillin is not mentioned. 

In general this book hits the high spots in the 
field of preoperative and postoperative management. 
It is recommended for junior and senior medical 


students. 


The Modern Attack on Tuberculosis. By 
Henry D. Chadwick, M.D., and Alton S. 
Pope, M.D. Price: $1.00. 134 pages. New 
York: The Commonwealth Fund, 1946. 


This small volume is another of the excellent 
series sponsored by the Commonwealth Foundation 
and emphasizing the sociologic and economic aspects 
of disease. The relationship of the practicing phy- 
sician to the health department in the control of 
tuberculosis is well discussed. The possibility of an 
increase in tuberculosis as a result of the war makes 
this study timely. 

The record of practicing physicians in detecting 
tuberculosis is not good. Twenty-five per cent of new 
cases detected and admitted to sanatoria are in the 
far advanced stage, when treatment is long, costly, 
and relatively ineffectual. Only 10 to 15 per cent of 
new cases are detected in the minimal stage. Tech- 
nicological advances, particularly the automatic tim- 
ing device which renders mass radiography prac- 
ticable, aid immeasurably in case finding. Joint 
utilization of clinics, consultations with experts, and 
the tracing of contacts makes it possible to reach a 
larger proportion of all cases in the community than 
can be diagnosed by one physician alone. The im- 
portance of early diagnosis in the age group 15 to 
24, when therapy offers the greatest hope of cure, 
is stressed. The mortality rate of tuberculosis is 
highest in the older age group—50 to 70. 

If the present trend of reduction in mortality rate 
can be projected into the future, the possibility that 
tuberculosis may be largely eradicated by 2000 A.D. 
appears to be attainable. 
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Studies in Science. Edited by W. C. Coker, 
Ph.D., Kenan Professor of Botany, Uni- 
versity of North Carolina. 375 pages. Price, 
$3.00. Chapel Hili: University of North 
Carolina Press, 1946. 


This book deals with some of the scientific re- 
search done in the various departments of science 
and the scientific schools (Medicine, Pharmacy, 
Public Health) of the University of North Carolina. 
Among the forty contributors, all of whom are or 
have recently been associated with the University, 
are Drs. John H. Ferguson, Russel L. Holman, Wil- 
liam deB. MacNider, Roy B. McKnight, William L. 
Fleming and D. L. Milam. 

The thirty-one scientific papers deal with metab- 
olism of quinine, penicillin, venereal diseases, nutri- 
tion, blood coagulation, organic synthesis, mathe- 
matical equations, and many other biological and 
purely scientific probiems. There is included a bib- 
liography of all publications in the field of science 
from the University of North Carolina during the 
ten years from 1934 to 1944. 


Treatment by Ion Transfer (lontophoresis). 
By D. Abramowitch, M.D., Physician in 
Charge of the Physiotherapy Department, 
Lincoln Hospital, New York City; and B. 
Neoussikine, M.D., Tel-Aviv. Price, $4.50. 
186 pages. New York: Grune and Stratton, 
1946. 


This small volume is an attempt to review the 
literature on the treatment of diseases by electro- 
lytic introduction of active agents into the body. 
The authors frequently quote single case reports and 
unconvineing data, and they offer no personal ex- 
perience with the method. The material is not critic- 
ally evaluated; for instance, it is implied that the 
reticulo-endothelial system phagocytizes_ colloidal 
material under the influence of iontophoresis. It 
wil] do so in the absence of an electric current. Dis- 
tinction is not clearly drawn between the effects of 
injected and electrolytically introduced materials 
such as histamine. No explanation is offered as to 
why drugs given electrolytically should act differ- 
ently from those given by ordinary routes. Errors 
are found in the text, such as the statement that 
alternating current can be changed into direct cur- 
rent by the use of a transformer. The data are not 
arranged in a fashion which would make the book 
useful to practitioners for the care of patients. 


Proteins and Amino Acids: Physiology, 
Pathology, Therapeutics. Prepared by the 
scientific staff of the Arlington Chemical 
Company for free distribution to the medi- 
cal profession. 189 pages. Yonkers, New 
York: Arlington Chemical Co., 1944. 


At a time when the vitamins are receiving so 
much attention in regard to the nutritive require- 
ments of the population, it is refreshing to read a 
volume in which other fundamentally important con- 
stituents of the diet are so well discussed. In Pro- 
teins and Amino Acids the broad subjects of normal 
and altered protein metabolism, clinical conditions 
associated with protein depletion, and the correction 
of protein depletion are comprehensively reviewed 
and critically discussed. 

The material is presented clearly, the references 
are complete through June, 1944, and the volume is 
adequately indexed. 

This handbook on the metabolism of proteins and 
amino acids will be of great value both to students 
and to practitioners of medicine. 


NORTH CAROLINA 
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(CONTINUED FROM PAGE 280) 


BARUCH COMMITTEE ON PHYSICAL MEDICINE 


The need for additional rehabilitation services and 
centers where the disabled and handicapped can re- 
ceive post-hospital physical rehabilitation, psycho- 
social adjustment and vocational guidance and re- 
training is stressed in the final report of the sub- 
committee on civilian rehabilitation centers issued 
recently by the Baruch Committee on Physical Med- 
icine. 

The report, prepared by a group of six authorities 
with military and civilian rehabilitation experience, 
blueprints the organization and operation of model 
community rehabilitation centers. Emphasizing that 
such centers should integrate rather than duplicate 
the work of existing agencies, it outlines the or- 
ganization and operation of proposed centers which 
would offer physical medicine (physical therapy, oc- 
cupational therapy, physical rehabilitation), psycho- 
social adjustment, vocational guidance, social serv- 
ice, vocational education, special education for the 
handicapped, a sheltered workshop, brace and limb 
shop, research in rehabilitation, and an industrial 
program for the homebound. 


News NOTES FROM THE OFFICE OF 
THE SURGEON GENERAL 


Army Lowers Discharge Requirements for 
Medical Corps Officers 
Discharge requirements for Medical Corps general 
duty officers were reduced on May 1 from 39 to 30 
months service and from 45 to 39 months for certain 


specialist officers. 

Requirement on points remains at 60 and the age 
limit at 45 years. ; 

This move will result in the discharge of approxi- 
mately 2,000 doctors and will leave about 3,000 
Medical Corps officers not included in the ranks of 
the Regular Army, volunteers and Army Special- 
ized Training Program graduates. ; 

Officers returning from overseas will be dis- 
charged automatically if they would become eligible 
for discharge within the following six months in- 
stead of four months as previously stipulated. Also, 
Army doctors overseas regardless of their military 
occupational specialty classification, will be sepa- 
rated or enroute to the United States within 60 days 
of date of eligibility. 

That the Army is demobilizing its Medical Corps 
officers as quickly as possible without jeopardizing 
the treatment of patients is shown in the announce- 
ment that since VE Day about 32,000 have been dis- 
charged. 

The specialists who require the longer term of 
service for discharge are gastroenterologists, cardi- 
ologists, urologists, dermatologists, anaesthetists, 
general surgeons, physical therapists, radiologists, 
pathologists, orthopedic surgeons, internal medicine 
specialists and eye, ear and nose specialists. 

* * * * 
General Simmons Awarded Science Degree 


When Brigadier General James S. Simmons, Chief, 
Preventive Medicine Service, Office of The Surgeon 
General, received the honorary degree of Doctor of 
Science from the University of North Carolina, 
Chapel Hill, N. C., it was the fifth such scholastic 
honor accorded him. 

General Simmons also holds Doctor of Science de- 
grees from Davidson College, Davidson, N. C., where 
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he obtained his Bachelor of Science degree; Univers- 
ity of Pennsylvania, Philadelphia, Pa., where he 
completed his last two years of medical school after 
studying two years at the University of North Caro- 
lina; Duke University, Durham, N. C., and Mar- 
quette University, Minneapolis, Minn. 

Dean-elect of the Harvard School of Public 
Health, General Simmons will assume duties there 
when he retires from the Regular Army on July 1. 

* * * * 


Studies at Duke University Cast New Light 
on Filterable Virus 

New light on the nature of the filterable viruses, 
which are responsible for some of the most dreaded 
human and animal diseases, has been obtained from 
studies at Duke University, according to a report 
just made to the Office of the Surgeon General of 
the Army under whose direction experimental work 
was conducted during the war. The viruses have 
diameters of only a few millionths of a millimeter. 
They are far below the limits of the most powerful 
optical microscope. Through use of the electron 
microscope and microchemical techniques, however, 
it was possible for the Duke investigators to obtain 
considerable information. 

They are so minute that there has been some 
question as to whether they are actual living things, 
or large molecules somehow endowed with the abil- 
ity to reproduce themselves. But, says Dr. Joseph 
W. Beard who was in charge of the Duke investiga- 
tions under the Army: “These particles cannot be 
molecules. They are of very complex structure and 
apparently are enclosed in a membrane.” 

The studies were made on two viruses—one of 
which causes a disease of rabbits known as papil- 
loma and the other the human malady vaccinia— 
and one of the bacteriophages, which are quite sim- 
ilar organizations. These were simpler to study than 
the influenza viruses which were the ultimate ob- 
jectives of the Duke investigations. It was felt that 
any knowledge of viruses in general ultimately 
might prove of value. The bacteriophage especially 
looked like an ultramicroscopic tadpole. It has a 
well-defined head and a stubby tail. The papilloma 
virus was spheroidal in shape while the vaccinia 
organism was like a flattened disk with denser in- 
ternal material bulging beneath the surface of its 
“skin.” 

Other tests showed that these viruses were a little 
more than half water. The chemical composition of 
the bacteriophage consisted of a mixture of pro- 
teins and lipoids, of basic constituents of fats, in 
association with a high content of nucleic acids, very 
complex compounds found in the nuclei of all living 
cells. The chief element was carbon—about 42 per 
cent. There also were considerable amounts of nitro- 
gen and phosphorus. The diameter of the papilloma 
virus was found to be about 65 thousandths of a 
millimeter. 

The work has just been reported through the 
Army Epidemiological Board. 

* 


* 

An effective vaccine has been obtained against 
dengue fever, it was announced recently by the Com- 
mission on Neurotropic Virus Diseases of the Army 
‘Epidemiological Board. 

* * 


Even though the public is pessimistic about the 
recovery rate of mental illness, sixty per cent of 
Army mental combat casualties were salvaged for 
duty within 15 miles of the front, Brig. Gen. Wil- 
liam C. Menninger, director, Neuropsychiatry Divi- 
sion, Office of The Surgeon General, reported re- 
cently in New York, 
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The “SMOOTHAGE’Fegimen 
in the treatment 
of constipation 


A rounded teaspoonful of Metamucil stirred Metamucil is the highly purified, nonirritat- 
into a glass of water, milk or fruit juice, three ing extract of the seed of the psyllium, Plant- 
times a day, provides the soft, mucilaginous ago ovata (50%), combined with anhydrous 
bulk which is desirable for natural elimination. dextrose (50%). It mixes readily with liquids, 
Metamucil contains no roughage, no oils, no is palatable, easy to take. 

chemical irritants. Supplied in 1-Ib., 8-oz. and 4-0z. containers. 


Metamucil ACCEPTED 
is the registered 
trademark of 


G.D Searle & Co. RESEARCH IN THE SERVICE OF MEDICINE 
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UTHORITATIVE clinical investiga- 
tors place strong emphasis on the 
importance of the barrier in con- 


ake ception control. 


In a recent comprehensive report,’ 
physicians indicated an overwhelming 


he oe preference for the diaphragm and jelly 


method (93% of 36,955 new cases). 


In keeping with these expressed opin- E M P H AS Is ON 


ions we continue to suggest that for the 


optimum in protection the physician 


prescribe the combined use of occlusive 


diaphragm and spermatocidal 


You assure your patient a product of 
highest quality ~~ 
when you specify S 


ue 


Competent observers report: 


“Jellies and creams used without mechanical de- 
vices yield relatively high protection, but studies 


ie ; have not proven them fully dependable to block the 
external os, or to invalidate all sperm.”- 


“When no type of occlusive pessary can be fitted, 


or when the woman refuses to use one, ‘the only 


— other reliable method is the use of the condom. 
With proper technic and instruction this method is © 
highly reliable but has many disadvantages which 


the diaphragm method overcomes."? 


bi 1, Clinic Reports: Planned Parenthood Services 
2 eae in the United States. Human Fertility 10: 25 
pea (Mar.) 1945. 
2. Dickinson, R.L.: Techniques of Conception 
LTE Baltimore, Williams and Wilkins 


3. Warner, M.P.: J.A.M.A. 115: 279 (July 27) 1940. 


“JULIUS SCHMID, INC. 


423 West 55 Street * New York 19, N, Y. QUALITY FIRST SINCE 1883 
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CLAIMS 
VS. 


DIFFERENCES 


\ K THAT value have claims of superiority unless there is a 


difference in formula or process to justify such claims? 


Take cigarettes for example. 


Puitip Morris Cigarettes are made differently. In tne 
clinic as well as in the laboratory, the advantages of Pui.ip 
Morris have been repeatedly observed, repeatedly reported 
by recognized authorities in leading medical journals. Yes, 
PuiLip Morris claims superiority ... and that superiority 
has been proved,” 


May we suggest that your patients suffering from irrita- 
tion of the nose and throat due to smoking change to PHILIP 
Morris —the one cigarette proved definitely less irritating. 


PHILIP 


Puitiep Morris & Co., Lrp., [Nc., 
119 Avenug, N. Y. 


*Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154 Proc. Soc. Exp. Biol. and Med., 1934, 32, 241 
Laryngoscope, Jan. 1937, Vol. XLVII, No. 1, 58-60 N. Y. State Journ. Med., Vol. 35, 6-1-35, No. 11, 590-592. 


TO THE DOCTOR WHO SMOKES A PIPE: We suggest an unusually fine new blend —COUNTRY 
DocToR PIPE MIXTURE. Made by the same process as used in the manufacture of Philip Morris Cigarettes. 
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The All Steel EFFICIENCY FILE — 


For All of a Doctor’s Records. 


The file that was made exclusively to take care of ALL 
the records in doctors’ offices and which since 1938 has 
been the first choice of busy doctors. 

Exactly as it was during pre-war! It has not been 
changed in any way because, try as we might, we could 
not improve upon it! Originated by us in 1938 to meet 
the special requirements of doctors, the tremendous sales 
and the enthusiastic statements of its users, prove that 
it is far and away the finest and most efficient of all 
doctors’ files. It takes care of all of a doctor’s records 
most compactly, efficiently and economically. The Effici- 
ency File ts made of heavy gauge steel—is finished in 
olive green baked enamel for enduring beauty and for 
harmony with all your other office furniture and fixtures. 
It is 18%” wide, 16” deep, 40” high and is a substantial 
and impressive piece of furniture. The hardware and 
fittings are solid brass; the locker compartment has a 
paracentric key lock—a real lock and key. Because the 
efficiency file will easily last 50 or more years it costs 
only a mere dollar a year to own. 


POWERS & ANDERSON, INC. 


227 W. York St. 626 W. 4th St. 
Norfolk, Va. Winston-Salem, N. C. 


BROADOAKS SANATORIUM 


James W. 
; Vernon, M.D. E. H. E. 
Supt. Taylor, M.D. 


One of the Buildings 


PRIVATE Hospital for the treatment of NERVOUS AND MENTAL DISEASES, 
~» INEBRIETY AND DRUG HABITS. A home for permanent care of selected 
eases of chronic nervous and mental diseases. 

Both of the medical officers reside at the SANATORIUM and both devote their 
entire time to its service. Located in Piedmont, North Carolina, the climate is mild 
and invigorating at all seasons. 

Equipped for the treatment by approved methods. Billiards, Tennis and other 
diverting amusements. i 


MORGANTON — Coespondence Soticied — NORTH CAROLINA 
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Silencer for midnight phones 


When pediatricians prestribe ‘Dexin’ brand High Dextrin Carbohy- 


drate for their infant patients, the physicians are no longer wakened 
so frequently by frantic late-night phone calls. Because of the high 
dextrin content, ‘Dexin’ feedings tend to (1) diminish intestinal 
fermentation and the resultant colic and diarrhea and (2) promote 


the formation of soft, flocculent, easily digested curds. 


‘Dexin’ babies sleep more soundly, physicians’ phones jangle less, 
and the doctor himself obtains more undisturbed sleep. Not unpalat- 
ably sweet, ‘Dexin’ is readily soluble in hot or cold milk or other 


bland fluids. ‘Dexin’ does make a difference. a 


‘Dexin’ 
WIGH DEXTRIN CARBOHYDRATE 
Composition—Dextrins 75% * Maltose 24% « Mineral Ash 0.25% * Moisture 
0.75% ¢ Available Carbohydrate 99% ¢ 115 calories per ounce « 6 level packed 
tablespoonfuls equal 1 ounce « Containers of twelve ounces and three pounds ¢ 
Accepted by the Council on Foods and Nutrition, American Medical Association. 
*‘Dexin’ Reg. Trademark 


“hex Literature on request 


a BURROUGHS WELLCOME & CO. (U.S.A.) INC., 9 & 11 East 41st St., New York 17, N. Y. 
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Camp Anatomical Supports ethically distributed 
under the inspiration of this hallmark have met 
the exacting test of the profession for four dec- 
ades. Prescribed and recommended in many types 
for prenatal, postnatal, postoperative, pendulous 
abdomen, visceroptosis, nephroptosis, hernia, 
orthopedic and other conditions. 


HE unique CAMP system of 
adjustment incor- 
porated in many specialized 
models graded to the various types 
of body build gives Camp Ana- 
tomical Supports the endless num- 
ber of fitting combinations called 
for by the endless variations in 
the human figure. Full benefit of 
this precision design is assured for 
the individual patient’s well- 
being and comfort because Camp 
Scientific Supports are precision 
fitted by experts ethically trained 
at Camp instructional courses in 


prescription accuracy. 


Ws, 


ANATOMICAL SUPPORTS 


S. H. CAMP & COMPANY 
Jackson, Michigan 


World’s Largest Manufacturers 
of Scientific Supports 


Offices in NEWYORK °* CHICAGO 
WINDSOR, ONT. ¢ LONDON, ENG. 


If you do not have a copy of our “Ref- 
erence Book for Physicians and Sur- 


geons”, copy will be sent upon request. 
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Cook County Graduate School of Medicine 
(In affiliation with COOK COUNTY HOSPITAL) 
Incorporated not for profit 
ANNOUNCES CONTINUOUS COURSES 


SURGERY-—-Two Weeks Intensive Course in Surgi- 
cal Technique starting July 29, August 26, and 
every four weeks thereafter. 

Four Weeks Course in General Surgery starting 
July 15, August 12, September 9. 

One Week Surgery Colon and Rectum starting 
September 16. 

One Week Course in Thoracic Surgery starting 
September 238. 

GY NECOLOGY—Two Weeks Intensive Course start- 
ing October 21. 

One Week Personal Course in Vaginal Approach 
to Pelvic Surgery starting September 16. 

OBSTETRICS—Two Weeks Intensive Course start- 
ing October 7. 

MEDICINE—Two Weeks Intensive Course starting 
June 17 and September 23. 

ELECTROCARDIOGRAPHY & HEART DISEASE— 
Two Weeks Intensive Course starting August 5. 


GASTROSCOPY & GASTROENTEROLOGY — Two 


Weeks Personal Course October 7. 
DERMATOLOGY & SYPHILOLOGY — Two Weeks 
Course starting June 17. 


GENERAL, INTENSIVE AND SPECIAL COURSES 
IN ALL BRANCHES OF MEDICINE, 
SURGERY AND THE SPECIALTIES 

Teaching Faculty—Attending Staff of 
Cook County Hospital 
Address: Registrar 
427 South Honore Street, Chicago 12, Illinois 


A FEW CHEMOTHERAPEUTIC AMPULS 
MADE BY CHRISTINA CO., NEW YORK 


AMINOGEN 
(Amino-acids for duodenal ulcers) 
ANDROPLEX 
(Male sex hormone 2 capon units) 
AUROCEIN 
(Gold-Sulfur for Arthritis) 
GENESTROLIN 
(Estrogenic hormone 2,000 to 50,000 


units per cc.) 
HYPODYN 
(Intravenous treatment hypertension) 
LACOTEIN 
(Non-specific protein therapy) 
PANCROMONE 
(Insulin free extract pancreas) 
SINOROL 
(Sinusitis, bronchitis, etc.) 
THIOPENTARSON 
(Bismuth and Arsenic mixed) 
THIOSOL 
(Aqueous elemental sulfur) 
Samples and literature mailed on request. 


DRUG SPECIALTIES, INC. 


Winston-Salem, N. C. Box 830 


Welcome! 


SPENCER 
EXHIBIT 


A. M. A. 


Convention 


BOOTH E.4 


You Will Find 


Spencer 
Breast Supports 


Effective For 


ANTEPARTUM-POSTPARTUM PATIENTS 
AND AS AID TO TREATMENT OF 
NODULES - PROLAPSE - ATROPHY 
STASIS - HYPERTROPHY 
AND FOLLOWING BREAST SURGERY 


Individually Designed 
For Each Patient 


Since each Spencer Breast Support is indi- 
vidually designed it fits with precision and 
comfort; holds breasts in position to encour- 
age improved circulation without placing 
undue strain on shoulders. 


For a dealer in Spencer Supports look in telephone book 
for “Spencer corsetiere” or “Spencer Support Shop,” or 
write direct to us. 


SPENCER, INCORPORATED 

129 Derby Ave., New Haven 7, Conn. May We 

In Canada: Rock Island, Quebec. 

In England: Spencer (Banbury) Ltd., Banbury, Oxon. Send You 
Booklet? 

Please send me booklet, “How Spencer Supports 

Aid the Doctor’s Treatment.” 


SPENCER SUPPORTS 


Ree US. Pat Of. 


For Abdomen, Back and Breasts 
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CHARLOTTE EYE, EAR & THROAT HOSPITAL 


No. 106 West Seventnu Sr. 
CHARLOTTE, NORTH CAROLINA 
Adjacent to Professional Building 


—STAFF— 


Oto-Laryngology 
Dr. C. N. 
Dr. F. E. Morrey 
Dr. V. K. Harr 


Ophthalmology 
Dr. H. L. Stoan 
Dr. F. C. Smrrn 


Perimetrist 

Margaret Monroe Smirn, Pu.D. 
X-Ray and Laboratory 

W. E. Roserts 


Superintendent 
Miss Torrence 


ROOMS--Single or En Suite 


OFFICES OF THE STAFF ARE LOCATED IN THE HOSPITAL 


A modern, fireproof, completely equipped Hospital for the diagnosis and treatment of dis- 
eases of the Eye, Ear, Nose and Throat. Diagnostic and Therapeutic Bronchoscopy and 
Esophagoscopy 

Nursing staff consists of graduate nurses only 


THE TUCKER HOSPITAL 


212 West Franklin Street, Corner Madison 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 
staff of visiting physicians. 


Under the Professional Charge of 


Dr. BEVERLEY R. TuCKER, Dr. Howarp R. Masters 


AND DR. JAMES ASA SHIELD 


Catalog on Application 
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HOURS t @ 6 9 12 15 18 21 24 


ONE 
INJECTION 


INJECTIONS 


MAINTAIN HIGH PENICILLIN TIDE 
IN THE BLOOD STREAM 
BY ONE INJECTION IN 24 HOURS 
WITH ROMANSKY FORMULA 

«+» OFFERED BY BRISTOL LABORATORIES 


Office or home treatment now becames practicable through adminis- 
tration of Penicillin in Oil and Wax as developed by Captain M. J. 
Romansky (M.C.) at the Walter Reed General Hospital, Washington, 
D. C. With this preparation it is possible to hold a penicillin thera- 
peutic blood level by one injection in 24 hours, thus replacing the 
previous use of § injections of penicillin in saline over 24 hours. 

There is usually less discomfort to the patient, and hence better 
cooperation. Also, by eliminating repeated injections the cost of 
treatment to the patient is lowered, and there is an appreciable saving 
in physicians’ and nurses’ time. This can be readily attained by the 
single injection of 1 cc. of 300,000 units in the oil-beeswax medium— 
known as Romansky formula, Bristol. 

Bristol Laboratories now offer the Romansky formula with calcium 
penicillin. Due to special processing, the Bristol preparation is espe- 
cially easy to inject. Write for new literature. 


BRISTOL 
| LABORATORIES [SYRACUSE 1, NEW YORK 


INCORPORATED 
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WILLIAM PERSKE 


“Everything In Medical Equipment” 


It isn’t necessary for you to lose time from your practice while seeking equipment 
for your office and examining rooms in the northern markets and showrooms. 


RIGHT HERE IN CHARLESTON, at 19 EXCHANGE STREET, WILLIAM 
PERSKE has opened his modern, new sales and showrooms where you can examine 
the latest types of medical—dental and hospital equipment. 


OUR expanded facilities are at your service ... to give you faster delivery, 
greater variety than ever before possible in the CAROLINAS. 


Sales & Showrooms Warehouse Office 
10 EXCHANGE STREET 15 VENDUE RANGE P. O. Box 345 
Tel. 7783 Tel. 2-2515 


CHARLESTON, SOUTH CAROLINA 


WE are the largest distributors of MEDICAL — DENTAL and HOSPITAL 
equipment in the South. 


Bausch & Lomb Microscopes — Diagnostic and OPHTHALMIC EQUIPMENT 


GLENWOOD PARK SANITARIUM 


Founded by 
W.C. ASHWORTH, GREENSBORO, 
North 
1904 Carolina 


Established in 1904 and continuously operated since that date for 
the medicinal treatment of drug and alcoholic addictions. Located in an 
attractive suburb of Greensboro where privacy and pleasant surroundings 


are to be found. 
C. R. RINgER, M.D. 
Medical Director 


Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 


Telephone: 2-0614 
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Eye appeal... taste-appeal...and good, sound nour-. 


ishment. In addition to Vitamin “A” and calcium, 
Sealtest Ice Cream is rich in other vitamins, minerals 
and protein found in milk, and contains 10 important 
Amino acids. Our Government includes ice cream in 
one of the Basic-7 food groups. 


ICE CREAM 


THE MEASURE OF QUALITY 


Division of National Dairy Products Corporation 


Tune in the Sealtest Village Store, starring Jack Haley, Thursday Evenings, NBC 


( You Could Ask For 
( 
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4 Protection Program For The Medical Profession 
Special Features The whole story is not told in the printing. The 
value of an insurance policy is determined by 
No automatic termination at any age. the way if performs when you need it. Manage- 
No increase in premium. ment, freedom from contract technicalities, and 
“e No decrease in indemnity. liberal company practices, when it comes to 
te No house confinement required. settling a claim are the important things. 


Incontestable after one year. 
Pays accident for life. 
Pays sickness for TWO YEARS. 


The company pays the indemnity if you have a 
disability; if you can not work; if you have 
medical attention. No other factors are involved. 


UP TO $400.00 Write me today and I will mail you without 
If you have $200.00 per month disability we will obligation the particulars of a policy which 
write $200.00 more. If you have none, we will pays life time for accident, two years for sick- 
write $400.00 per month for you. ness, and is incontestable. 


RALPH GOLDEN, Associate Mgr. 
THE CASUALTY CO. 


a 223 PIEDMONT BUILDING 
GREENSBORO, N. C. 


14 YEARS OF PERSONAL SERVICE TO NORTH CAROLINA DOCTORS 


1946 


30 YEARS AGO—on January 16, 1916—Saint Albans opened its doors 
for the reception of nervous and mental patients, under the direction of 
Dr. John C. King. 


The continuance of his original conception of affording adequate 
medical care and personal attention, at moderate cost, to the mentally 
ill, has been our earnest endeavor throughout these years. 
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What measure of success we have attained is largely attributed to ) 
the confidence and loyalty of our many friends in the medical profession. 
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At this time, we wish to express our sincere appreciation for your 
support of our efforts and to assure you of our desire to be of continued 
service. 


SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


J. P. KING, M.D. J. K. MORROW, M.D. T. L. GEMMILL, M.D. 
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You can assure women who seek to avoid 
the nervous tension, emotional imbalance and mental 
depression of the menopause that modern estrogenic therapy 
brings symptomatic relief in many cases without undue pain or 
waste of time. When Abbott’s Estrone Aqueous Suspension is used, a few 
injections are sufficient in many instances to keep the patient in comfort 
for weeks. Clinical experiments have shown that out of 44 women who 
received three weekly treatments, 43 experienced relief for three to 
sixteen weeks.' As Estrone Aqueous Suspension is prepared in an 
aqueous menstruum, it can be administered to women who 
are sensitive to the oils commonly used in other estrone 
products. You may obtain Estrone Aqueous Suspen- 
sion through your pharmacy in 1-cc. ampoules 
containing 2.0 mg. of pure crystalline estrone. 
Assott LABoraTories, NortH Cuicaco, ILL. 


1. Freed, S. C., and Greenhill, J. P. (1941), J. Clin. Endocrinol., 1:983, December. 
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ACCIDENT - HOSPITAL - SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS 
EXCLUSIVELY 


PHYSICIANS 
SURGEONS 


ALL 
CLAIMS 


ALL 


‘5 PREMIUMS 
COME FROM DENTISTS GO TO 
$5,000.00 accidental death $8.00 
Quarterly 


$25.00 weekly indemnity, 
accident and sickness 


$10,000.00 accidental death $16.00 
$50.00 weekly indemnity, Quarterly 
accident and sickness 


$15,000.00 accidental death $24.00 
375.00 weekly indemnity, Quarterly 
eccident and sickness 


ALSO HOSPITAL EXPENSE FOR MEMBERS, 
WIVES AND CHILDREN 


86¢ out of each $1.00 gross income used 
for members’ benefit 


$2,800,000.00 $13,000,000.00 
INVESTED ASSETS PAID FOR CLAIMS 


$200,000.00 deposited with State of Nebraska for protection 
of our members. 


Disability need not be incurred in line of duty— 
benefits from the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 

PHYSICIANS HEALTH ASSOCIATION 


48 years under the same management 


400 FIRST NATIONAL BANK BUILDING, OMAHA 2, NEB. 


Compliments of 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


AA 


65 Haywood Street 
ASHEVILLE, North Carolina 


P. O. Box 1716 Telephones: 1004-1005 


413-21 Stuart Circle 


Medicine: 
Alexander G. Brown, Jr., M.D. 


Manfred Call, III, M.D. 
M. Morris Pinckney, M.D. 


Alexander G. Brown, III, M.D. 


Obstetrics and Gynecology: 
Wm. Durwood Suggs, M.D. 
Spotswood Robins, M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


Pediatrics: 
Algie S. Hurt, M.D. 
Charles Preston Mangum, M.D. 


Pathology: 
Regena Beck, M.D. 


Physiotherapy: 
Constance Phillips, R.P.T.T. 


STUART CIRCLE HOSPITAL 


RICHMOND, VIRGINIA 


Surgery: 
Charles R. Robins, M.D. 


Stuart N. Michaux, M.D. 
A. Stephens Graham, M.D. 


Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D. 


Urological Surgery: 


Frank Pole, M.D. 
Marshall P. Gordon, Jr., M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Roentgenology and Radiology: 
Fred M. Hodges, M.D. 
L. O. Snead, M.D. 


Hunter B. Frischkorn, Jr., M.D. 
. V. Kechele, M.D 


Director: 


, Mabel E. Montgomery, R.N., M.A. 
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good product 


AVAILABLE: 


in solution for 
oral use 


DIGIFOLIN...Council Accepted. 


Doctors have found Ciba’s Digifolin 
to be constant through the years. 
Each 2 ce of ampul solution, each 1 
ce cf solution for oral use, each tab- 
let contains the equivalent of 1 USP 
XII digitalis unit determined by the 


cat assay method. 


Digifolin— Trade Mark Reg. U.S. Pat. Off. 
Ciba’s Brand of Digitalis. 


@ CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, NEW JERSEY 


® In Canada: Ciba Company Ltd., Montreal 


‘ ~ 
wee 
re 
Ay aris i 
in ampuls 2 cc 
: 
in tablets 100 mg. 
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Schieffelin & Co. ond teseorch 


Menopausal symptoms and other conditions a 
involving an estrogenic deficiency have been _ 
found to respond rapidly and favorably to this 


synthetic estrogen. 

Schieffelin BENZESTROL, a non-stilbene com- 
pound, is a preparation of high estrogenic activ- 
ity and has proved to be desirable because of its 
Jow incidence of untoward side effects. 

Schieffelin BENZESTROL is available in tab- 
lets of 0.5, 1.0, 2.0 and 5.0 mg., in solution, in 


10 cc. vials, 5.0 mg. per cc., and vaginal tablets 
of 0.5 mg. strength. 


Literature and Sample on Request 


STB UM 


ESTABLISHED 1911 RICMMOND, VIRGINIA 


For the Treatment of Nervous and Mental Disorders’ 


and Addictions to Alcohol and Drugs 


THE STAFF 
DEPT. POR MAN DEFT. POR WOMEN 
JAS. K. MALL, M.D. PAUL V. ANDERSON, M.D. 
ASSOCIATES 


©. 8. BARDEN, EDWARD WELLIAMS, M.D. 
AASORMAN, EEX BLANKINGHIT, M.D. 


LITERATURE 
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* The name is never abbreviated; 
and the product is not like any 
other infant food — notwithstanding 
a confusing similarity of names. 


NET Weicnr one FOUN 


The fat of Similac has a physica] and chemical composition 
that permits a fat retention comparable to that of breast milk 
fat (Holt, Tidwell & Kirk, Acta Pediatrica, Vol. XVI, 1933) 


..« In Similac the proteins are rendered soluble to a point 


A powdered, modified milk 


approximating the soluble proteins in human milk .. . product especially prepared 
for infant feeding, made from 
Similac, like breast milk, has a consistently ZERO curd tension tuberculin tested cow’s milk 
casei nodified) fro hich 

.++ The salt balance of Similac is strikingly like that of human 
milk (C. W. Martin, M. D., New York State Journal of moved and to which has been 
added lactose, olive oil, cocoa- 

Medicine, Sept. 1, 1932). No other substitute resembles breast nut oil, corn oil and fish liver 


oil concentrate. 


milk in all of these respects. 


\ M&R DIETETIC LABORATORIES, INC. e COLUMBUS 16, OHIO 
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“OUT OF EVERY 200 PERSONS 
is an epileptic. Economic 
loss, measured in money, is 
tremendous —amounting 
to $60,000,000annually.” 


DETROIT 32 


MICHIGAN 


40 
| 


‘The toll .. . sorrowfully higher when meas- 


ured in heartaches and wrecked lives .. . is 


‘being reduced with DILANTIN SODIUM, 


' the modern, superior anticonvulsant. 


“DILANTIN SODIUM affords the epileptic 


patient a more normal productive life, for it 
reduces the number or severity of convulsive 
seizures ...in addition to being compara- 


‘tively free from the undesirable effects of 


the bromides and barbiturates. 


DILANTIN SODIUM 


“DILANTIN SODIUM (Diphenylhydantoin 


’ Sodium) is available in Kapseals of 0.03 Gm. 


(% gr.), and 0.1 Gm. (1% gr.), in bottles of 
100, 500, and 1000. 


*Yahraes, Herbert: Epilepsy — The 


Ghost is Out of the Closet, Public 
Affairs Pamphlet No. 98. 
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